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combined with Children. NOT for older adolescents or for 


Poliomyelitis Vaccine adults. 
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Tetanus Toxoid and For the immunization of adults against both 
Poliomyelitis Vaccine tetanus and poliomyelitis. 
(Combined) 
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New Drug Information 


BUSCOSPAN (Parke, Davis & Co.). Each 
tablet contains 10 mg. of N-butylscopolam- 
monium bromide. This is a spasmolytic agent 
for relief of smooth muscle spasm of the 
gastro-intestinal and genito-urinary systems. 
This includes spasm and disturbances of 
motility of the gastro-intestinal tract; spasms 
and dyskinesias of the gall bladder and biliary 
systems; pain and spasm of the urinary and 
female genital tract. 


The dose is one or two tablets, may repeat 
if necessary, up to six tablets daily. 


TALIMOL (Frank W. Horner). Each tablet 
contains 100 mg. thalidomide, and is recom- 
mended as a night time hypnotic for adults 
and elderly patients; as a daytime sedative 
for all age groups. For the relief of insomnia 
or sleep disturbances in obstetric patients; 
pre- and post-operative sedation; for neurotic 
states marked by agitation and apprehension; 
and particularly where there is any reason 
to fear depressive or suicidal tendencies. 


Talimol is rapid in onset, fifteen to thirty 
minutes. Induces an average of seven hours 
sleep without preliminary excitation. It is so 
safe that gross overdosage has not caused 
death. It does not depress respiration, cardio- 


BRATHWAITES LTD. 


429 PORTAGE AVE. 
AT VAUGHAN ST. 
WINNIPEG 2, MAN. 


PHONE WH 2-4294 


vascular function, or autonomic nervous 
system. Shows no evidence of addiction or 
habituation. 
Dosage: 
Night time hypnotic — one tablet before 
bedtime. 


Daytime sedative — one-quarter to one-half 
tablet three or four times daily. 


BUTASEDINE (Paul Maney). An anti- 
arthritic combination of Phenylbutazone and 
Salicylamide, for effective analgesic action. 
Excellent results have been obtained by com- 
bining these two in quantities slightly less 
than half the usual dose of each drug. The 
results have been a remarkable tolerance 
to the combined drugs together with overall 
full therapeutic effect. Butasedine combines 
the above analgesics with Mephenesin as a 
muscle relaxant and Quercetin, Hesperidin 
Methyl Cholcone, and Ascorbic acid to com- 
bat capillary fragility. 

Dosage: for the first three days of treat- 
ment one or two tablets after meals and at 
bedtime, then reduce by one-half. In pro- 
longed treatment a daily intake of one or 
two tablets will usually suffice. 


for further information call... 


Doctor's Direct Lines - Telephone WH 2-2635 or WH 2-4295 
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Neurosurgery 


Recent Advances in Neurological 
Surgery 
Rankin K. Hay, F.R.C.S.(C) 


So many new developments have taken place in 
the last few years that it has become increasingly 
difficult to keep abreast of the times and almost 
impossible to assess the therapeutic value of new 
procedures. We need to know a great deal more 
about the natural history of many neurological dis- 
eases and about their aetiology and pathogenesis. 
Clinical and pathological study remain the only 
methods by which this knowledge, together with 
information about the relative merits of different 
forms of treatment, can be obtained. Surveys are 
being conducted at the present time in such widely 
diverse subjects as cerebral trauma, congenital 
hydrocephalus, intracranial haemorrhage, occlusive 
arterial disease, the psychoses and psychoneuroses, 
and disorders associated with disease of the basal 
ganglia. 

Occlusive Arterial Disease 

The clinical and pathological findings in cases of 
“stroke” continue to be intensively studied, but 
large deficiencies in our knowledge and in our 
methods of treatment remain. Atheroma is the 
cause of cerebral artery occlusion and frequently 
this degenerative disease of the intima is multifocal 
and widespread. Usually however, it is much more 
pronounced in one locality. Pathological studies 
have shown that there is no direct correlation 
between the severity of the atheroma in intra and 
extra-cranial cerebral arteries in any one patient. 
It would seem then, that when the process is 
limited to the extra-cranial arteries, surgery may 
have an important part to play in therapy. 

Patients with carotid occlusion can be divided 
into three clinical categories: 

(a) Those whose symptoms and signs are tran- 
Sient but repetitive, and many weeks or months 
tlapse before the final complete stroke. (“stutter- 
ing” onset). 

(b) Those who develop a complete and fixed 
Stroke suddenly and without warning. 

(c) Others whose neurological deficit becomes 
Steadily and progressively worse over a few hours 
or days. 

The problem of treatment would be greatly 
Clarified if we knew the precise nature of the 
Pathological processes underlying these three dif- 
ferent clinical types. Various theories have been 
advanced but none are proven. The results of 
Surgical treatment in the group with transient 


episodes repeated over weeks or months are excel- 
lent, provided surgery is done early, and provided 
the arterial lumen is only partially occluded. When 
the initial stroke is sudden and catastrophic, or 
when symptoms and signs are relentlessly pro- 
gressive, surgery has a much smaller part to play. 
In such cases the artery is likely to be completely 
occluded by the atheromatous plaque, and the 
lumen distal to it filled with a secondary thrombus. 


It will be appreciated that surgery is largely 
limited to the treatment of carotid artery stenosis, 
and that its role is essentially a prophylactic one. 
Operation before complete occlusion occurs appears 
to be the secret of success. Diagnosis cannot be 
established without angiography, for no single 
clinical test or combination thereof is reliable. The 
presence of a systolic bruit over the artery in the 
neck is a very valuable physical sign which should 
always be looked for; it is however present in only 
about 50% of incomplete occlusions. 


When considering methods of management for 
this condition, due weight must be given to other 
factors which may influence the clinical picture. 
The resources of the collateral circulation, the 
co-existence of atheromatous occlusions elsewhere 
in the cervical or intracranial portions of the caro- 
tid and the vertebral or basilar arteries, the role 
of secondary thrombosis or embolism, and the part 
played by such constitutional factors as anaemia, 
hypotension and cardiac disease must all be thought 
of. The common or the internal carotid artery 
usually can be surgically ligated without ill effect. 
It is also well known, as a result of autopsy in- 
vestigations, that spontaneous occlusions can take 
place in the internal carotid without clinical mani- 
festations. Why do symptoms and signs appear 
only in some cases of carotid occlusion and only in 
some cases of carotid stenosis? The resources of 
the collateral circulation, or the lack of them, seem 
to provide a reasonable explanation for the out- 
come in those cases of complete occlusion, for here 
the neurological manifestations, when present, are 
relatively static. No universally acceptable theory 
is yet forthcoming to account for the “stuttering” 
symptomatology of the patient with carotid steno- 
sis. These episodes may be caused by temporary 
reductions in total cerebral blood flow from some 
cardiac or other constitutional cause, in such an 
event the cerebral territory supplied by the sten- 
osed carotid would suffer most severely. It is 
known that mural thrombi may form over the sur- 
face of a plaque of atheroma. It has been suggested 
that the repeated separation of small fragments of 
clot, and their subsequent passage to the brain as 
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emboli, is the responsible mechanism. Though the 
use of anticoagulant drugs is based on this assump- 
tion, no pathological confirmation of this embolic 
theory is available. One would certainly not expect 
twenty or more separate emboli, dislodged over a 
period of many weeks, to become arrested ali 
exactly in the same place. Presumably this would 
have to occur, for how otherwise could we explain 
the stereotyped nature of the recurrent clinical 
episodes with periods of complete recovery between 
them? 
Spontaneous Intra-cranial Haemorrhage 

We are seriously hampered by our lack of 
knowledge about the natural history of the various 
types of case, and by the absence of suitable long 
term follow-up statistics, which would allow us 
objectively to compare the result of the various 
forms of therapy in vogue today. In an effort to 
correct this situation McKissock and his colleagues 
(1960 and 1961) have embarked on a long term 
prospective study in which cases of spontaneous 
intracranial haemorrhage, whether subarachnoid 
or intracerebral, but which are strictly comparable 
with regard to pathology, site of the lesion and 
clinical manifestations, are treated arbitrarily either 
by surgical or non-surgical means. This invaluable 
study is not yet completed, but certain facts have 
already emerged. 
Ruptured Intracranial Aneurysm 

The results of radical surgery in the comatose 
patient are invariably bad. In this group surgery 
is now confined to the evacuation of a massive 
haematoma should one be present. It is recognized 
that, in so far as treatment of the ruptured 
aneurysm is concerned, the role of surgery is pro- 
phylactic. The sole aim of the surgeon is to prevent 
recurrent bleeding. Technically it is not difficult 


to obliterate an aneurysmal sac or to ligate its- 


parent artery. The problem in surgical manage- 
ment arises out of the surgeon’s attempts to render 
the aneurysm innocuous without at the same time 
maiming the patient. Mere survival is not an ade- 
quate reward. McKissock’s initial reports indicate 
that the results of surgical and non-surgical treat- 
ment do NOT differ so much as was previously 
thought if only those cases which are strictly com- 
parable are considered. 

Other reports, Logue (1960), Drake (1961), are 
now appearing showing results of surgical treatment 
for aneurysms in the posterior cranial fossa arising 
from branches of the basilar or vertebral arteries. 
These have a particularly bad reputation, and until 
recently have provided technical problems of some 
difficulty to the surgeon. 

Primary Intracerebral Haemorrhage 

Out of a total of 303 cases 180 were admitted to 
a trial series (McKissock et al, 1961). Comparable 
cases were treated either by purely medical meas- 
ures or by surgery and supportive nursing pro- 
cedures. The object of the study was twofold: to 


learn as much as possible about the natural history 
of primary intracerebral haemorrhage and to estab- 
lish the place of surgery, if any, in the management 
of this condition. From a study of the natura] 
history, as seen in the cases treated conservatively, 
a number of important observations have been 
made, some of them surprising. Conservative 
treatment means more than “masterly inactivity.” 
An extremely high standard of nursing care with 
protection of the airway and chest, and close 
attention to the nutritional and fluid requirements 
of the patient is essential. The prognosis is less 
unfavourable than has been previously thought. 
The overall mortality was only 51%. The hyper- 
tensive female patient has a much greater tolerance 
to an apoplectic stroke than has the male with 
hypertension, the mortality being 30% for females 
and 58% for males. Within the separate sex groups 
the factors of blood pressure and age do not 
materially worsen the prognosis until the age of 70 
years is past. A stroke due to haemorrhage in a 
normotensive patient seems to run a less favour- 
able course than in a patient who was previously 
hypertensive, the respective mortalities were, nor- 
motensive 66%, hypertensive 47%. The authors 
point out that there were relatively few normo- 
tensive patients in their series and these figures 
may not therefore give a true reflection of the 
situation. The presence of coma and of displace- 
ment of the midline cerebral vessels, as seen at 
angiography, have a serious significance and are 
much more important prognostically than focal 
neurological signs. The patients who fared best in 
the group treated conservatively were the hyper- 
tensive women without angiographic evidence of 
midline cerebral artery displacement. The mor- 
tality in this sub-group was only 24%. 

After reviewing thé results of the surgically 
treated cases the authors came to the following 
conclusions. With the possible exception of normo- 
tensive patients no group fared better as a result 
of operation. In the above mentioned group of 
hypertensive women without midline arterial dis- 
placement the results after surgery were disastrous, 
for 82% of them died. Only in the normotensive 
patients did operation seem to improve the prog- 
nosis, but unfortunately the numbers concerned 
were small, and a definite statement to this effect 
cannot yet be made. 

Trauma 


The number of head injuries occurring across 
the country continues at epidemic levels. The 
medical profession and the general public are at 
last showing some signs of awareness of the enorm- 
ity and seriousness of this problem. The provincial 
committees for the prevention of traffic accidents, 
which have been established under the auspices of 
the C.M.A. are doing excellent work and making 
practical recommendations to the public authori- 
ties. These committees are in urgent need of more 
local recognition and support. 
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There is a trend toward the establishment of 
an Accident Service in the teaching hospitals of 
Canada. This is a welcome development if it will 
lead to the more rapid and more efficient man- 
agement of traumatic cases. An increasingly large 
proportion of them suffer from multiple injuries 
and treatment is often difficult and complex. 
Though the establishment of a centralized service 
in a main teaching hospital is an essential first step, 
it is not enough. There must in addition be sub- 
sidiary units, situated in smaller or more isolated 
areas of population, which can deal rapidly with 
minor and emergency problems and which can 
function as casualty clearing stations, evacuating 
the more serious and difficult problems to the big- 
ger centres. Such an arrangement would require a 
highly organized transportation system using both 
air and road ambulances. 


After severe head injury and when the patient is 
in coma the value of such measures as the care of 
the airway and the protection of the lungs from 
the risks of aspiration pneumonia, the use of drugs 
and of surface cooling to combat the hyperthermia 
and over-breathing which result from hypothalmic 
damage. and other measures designed to control 
secondary cerebral swelling due to oedema, have 
all been recognized. More difficulty is encountered 
when deciding how long such measures should be 
continued. Initially we may have no means of 
knowing which patient is going to respond and 
make a worthwhile recovery, and which one will 
survive only to lead a vegetative existence. A 
study of the end results of heroic treatment for 
severe head injury has been published, Walker and 
Black (1960), and their conclusions are of great 
practical interest. They consider, that in general, 
middle aged and elderly patients are not likely 
to benefit sufficiently from radical and heroic 
measures to make them worthwhile, but that on 
the other hand, young patients do better. 


Stereotactic Surgery 

Direct stereotaxis was developed in the early 
years of this century by Clarke and Horsley. Spei- 
gel and Wycis applied this method to human beings 
and drew up elaborate atlases of the brain from 
which direct measurements could be made from 
external points of reference. It was not until in- 
direct methods of localization became possible, by 
means of air encephalography, that the method 
became precise enough for surgical therapy in man. 
It then became possible to use more reliable points 
of reference within the brain, such as the anterior 
or posterior commissures or the foramen of Munro. 
Technical advances in this field have proceeded 
apace, and closed stereotactic methods are now 
being widely used for the treatment of Parkinson’s 
disease, hemibalismus and involuntary movements, 
and intractable pain. The most recent development 
in this field is the use of ultrasonic waves which, 
by suitable cross firing techniques, can create 


discrete neurological lesions at a predetermined 
point within the substance of the brain. 

In the treatment of Parkinson’s disease it has 
been found that a lesion confined to the globus 
pallidus is not always adequate to control tremor. 
Most surgeons now aim to divide the thalamic con- 
nections of the globus pallidus and place a lesion 
in the ventral thalamic region. Though bilateral 
operations are being done with increasing fre- 
quency, the best functional results are still obtained 
in patients whose symptoms and signs are pre- 
dominantly or solely unilateral. It must not be 
forgotten that much can still be achieved by medi- 
cal measures, and that physiotherapy remains an 
important form of treatment for patients suffer- 
ing from advanced and generalized forms of this 
disorder. 

Surgery for Chronic Psychoneurosis and Psychosis 

The original operation of prefrontal leucotomy, 
in which a coronal section through the subcortical 
white matter was made at a point just in front of 
the anterior horns of the lateral ventricles, lead to 
a number of undesirable side effects such as per- 
sonality changes, loss of initiative, and urinary 
incontinence, which made the social rehabilita- 
tion of the patient difficult or even impossible. 
The advent of electro-convulsive therapy and the 
ataractic drugs were welcome as they provided 
less drastic forms of therapy which did not carry 
the risk of such serious complications. These non- 
surgical forms of therapy are however not uni- 
formly successful, and in the more severe and 
intractable cases surgery still has something to 
offer. 


Surgical advances have occurred as a result of 
the introduction of stereotactic methods and the 
development of open operations in which selected 
and circumscribed areas of cerebral cortex are 
undercut and so separated from their connections, 
or alternatively are removed by cortisectomy. 
These new operations do not produce the undesir- 
able personality and behaviour changes so often 
associated with the original prefrontal leucotomy 
operation. Stereotactic methods are still in an 
early stage of development and their place is not 
yet clearly established. They have the great merit 
of being able to produce localized, discrete, and 
accurately placed lesions at a depth within the 
brain, through a small burr hole and under local 
anaesthesia. It is probable that the next surgical 
advance will occur as a result of the development 
of these closed methods. 

The most impressive surgical results to date 
have been seen after open operation. In a general 
way it seems that the undercutting of the cortex 
which forms the orbital surfaces of the frontal 
lobes is the operation most likely to produce a 
good result in cases of severe chronic anxiety or 
depression, whereas cingulectomy (removal of cor- 
tex over the anterior part of the cingulate gyrus) 
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is the operation of choice in the obsessional neuro- 
ses and in patients with aggressive or destructive 
forms of behaviour. Successes have been reported 
after orbital leucotomy in those psychotic patients 
who have well preserved personalities but who, as 
a result of hallucinations or delusions, show evi- 
dence of tension or psychomotor activity. 

The Control of Cerebral Oedema 

Cerebral swelling due to oedema has always 
provided a serious problem to the surgeon. Various 
methods aimed at its control have been used in the 
past. Dehydration, by the administration of hyper- 
tonic sucrose solution intravenously or a saturated 
solution of Mag. Sulphate rectally, is effective 
but only to a limited degree and for a transient 
period. Arteriotomy, hypotensive agents, and more 
recently hypothermia have also been employed. 
An internal surgical decompression involves the 
sacrifice of a considerable amount of normal brain, 
and from the purely technical point of view may 
be very difficult. 

The intravenous administration of urea in man, 
introduced by Javid (1958), has greatly facilitated 
the management of intracranial hypertension due 
to brain swelling. It has also been a great boon to 
the surgeon, allowing him to open the dura with 
comparative ease and safely, and greatly reducing 
the need for forceful brain retraction. The effects 
of urea are greater and more prolonged than 
any other drug in use, and those advantages are 
enhanced by the fact that there appears to be little 
or no “rebound effect.” An increased tendency to 
haemorrhage at operation has been reported, pos- 
sibly due to an associated increase in blood volume. 
It should therefore be used with extreme caution 
in patients with spontaneous or traumatic intra- 
cranial haemorrhage. 


Hypophysectomy for Advanced 
Carcinoma of Breast 


Pituitary ablation for this condition is no longer 
an experimental procedure and is now established 
as a method of palliation. The best technique for 
hypophysectomy is not yet determined. A formal 
craniotomy and a subfrontal approach remains the 
safest method, but encouraging reports are appear- 
ing regarding the results of implanting small rods 
containing Yittrium 90 by means of a stereotaxic 
instrument. The risks inherent in these procedures 
are being overcome, but the technical difficulties 
associated with them make it unlikely that they 
will ever become routine operations. 

Only 40 to 50% of patients obtain a worthwhile 
remission, and the chief problem remains that of 
the selection of patients. A favourable response is 
considered to be more likely in patients who have 
previously been improved by endocrine therapy. 
and in those in whom there has been a long inter- 
val between the initial manifestations of the disease 
in the breast and the appearance of metastases. It 
seems that post menopausal patients do better than 
younger patients. 
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. . . Perhaps it is for the same reason that when a man feels weary or depressed 
or in pain, just stepping into clear sunshine does something to him. | have felt it 
often. Sunshine is manifestly more than heat and light and invisible rays — even 
as the whole can be greater than the sum of its parts. It is something subtler, 
nearer to the spiritual, something close to the quick of life itself. It seems to me 
that the sun has in some degree the quality of a patriarchal blessing — a bestowal 
of that special feeling of security that comes through love of dear parents still 
living in the old family homestead where one was born and raised. For the sun 
is verily the birthstead of the whole earth, and the warmth of human blood is 
as surely our heritage from him as the salty savor of our sweat and tears was 
given us by the briny ocean where our flippered ancestors swam and loved and 
died some three hundred million years ago. The terrestrial seasons are his very 
gaze — summer made by his straight-down stare, winter decreed where he looks 
askance, spring and autumn at angles between. Even the growing perspectives 
of our minds may come more from his influence than we know, as all days are 
parts of the same day in the eyes of the great one who shines continuously on the 
other side of the darkest night. Indeed where the sun looks it is ever day and 
“time” itself stands still and clocks strike only noon, noon, noon as the twilight 


vanishes before his face. 


Guy Murchie, 
Music of the Spheres. 
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Recent Advances in Otolaryngology 
Department of Otolaryngology, Winnipeg Clinic, 
1. Otology to remove all the extensions of the pathology. Even 


James W. Jackson, M.B., Ch.B., F.R.C.S. 


“We are like dwarfs seated on the shoulders of 
giants. We see more things than the ancients, and 
things more distant, but this is due neither to the 
sharpness of our own sight nor to the greatness of 
our own stature, but because we are raised and 
carried aloft on that giant mass.” 

Bernard of Chartres, 12th Century. 


At the beginning of the antibiotic era many 
considered otolaryngology to be a dying specialty. 
This seemed particularly true in regard to otology, 
but since then, and particularly in the past decade, 
we have witnessed a renaissance in this specialty, 
and a rate of progress far greater than has ever 
before occurred in this branch of medicine. This 
has been particularly notable in the microsurgery 
of the ear, audiology and otoneurology. A few of 
the highlights of these advances will be described 
in this article. 

Tympanoplasty 

Tympanoplasty is the term used to describe 
those operative procedures whereby the sound- 
conducting mechanism, damaged usually by chronic 
middle ear pathology, is anatomically and function- 
ally repaired. The tympano-mastoid pathology 
must, of course, be eradicated at the same time or 
at a previous operation. 

These operations have been developed as a result 
of better understanding of middle ear physiology, 
the use of the operating microscope and the utiliz- 
ation of certain plastic surgical techniques. 

Many of these operations are time-consuming, 
both in the operating room and in the careful 
clinical examination and audiological assessment 
required pre-operatively to determine the extent 
of the pathology, the exact mechanism of the hear- 
ing loss, and the procedures best suited to deal 
with it. The first principle of surgery for these 
cases of chronic otitis media still remains the com- 
plete eradication of middle ear pathology and its 
extensions to the mastoid air cells in order to 
ensure a safe, dry ear. 

There has been a tendency since the inception 
and acceptance of tympanoplastic techniques to 
regard all cases of “surgical” chronic otitis media 
as suitable candidates. This of course is not the 
case. There are still cases where a radical mastoid- 
ectomy is the operation of choice. The following 
are some of the contraindications to either closure 
of a perforation or tympanic reconstruction: 

1. Eustachian tube function impaired to such an 
extent that it cannot be restored. 

2. Where irreversible changes have occurred in 
certain parts of the middle ear mucosa, or where 
it is found impossible, even with microdissection 


minute remnants of cholesteatosis, etc. could be 
potentially dangerous after reconstruction of a 
closed middle ear. 

3. Where there is insufficient cochlear function, 
a reconstructed sound mechanism would be value- 
less. 

4. In some cases where the affected ear is so 
damaged that only slight hearing improvement 
could be obtained and where the opposite ear is 
normal, reconstruction may not be justified. 


Tympanoplasty procedures range from the clos- 
ure of a dry tympanic perforation to the complete 
reconstruction of an ossicular system and a new 
tympanic membrane using skin or vein as graft 
material. Those cases of central tympanic perfora- 
tion, where the ear has been dry for a period of 
weeks or months and where other middle ear 
lesions can be excluded either pre-operatively or 
by a preliminary exploratory tympanotomy, are 
best repaired with a vein graft, taken from the 
hand or arm. The epithelium from the margins of 
the perforation and the underlying mucosa are re- 
moved and the prepared vein graft inserted to 
underlie the defect. A high percentage of “takes” 
occurs with this technique. Repair of these per- 
forations is also important in that it allows these 
patients to swim without risk of complications. In 
total or subtotal perforations, when the tympano- 
mastoid pathology has been eradicated a tympanic 
membrane is constructed using either a pedicle or 
free-skin graft from the external auditory meatus, 
or by means of a combined skin and vein graft. 
Where the ossicles have been partially or com- 
pletely destroyed various techniques are avail- 
able to reconstruct a sound-conducting mechanism. 
Some of these employ polyethylene or stainless 
steel wire prostheses. 

Certain cases which are unsuitable for tympano- 
plasty may require the classical radical mastoid- 
ectomy. Instead of the patient being left with a 
mastoid cavity in continuity with the middle ear, 
and which not infrequently proves troublesome, 
various means are now used to obliterate this 
cavity. The most successful employ a pedicle 
muscle graft from either the temporalis, the pre- 
auricular, or sterno-mastoid muscles. These muscle 
grafts supply a good blood supply to the cavity and 
epithelialization, whether spontaneous, or by the 
use of grafts, is rapid. 

Otosclerosis 

Otosclerosis is a comparatively common form of 
deafness which commences in early adult life and 
progresses at a variable rate. Histologically the 
condition is present in young adults in 18.5% of 
white females, 9.7% of white males. The majority 
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of these cases however are symptomless and it 
is only when the condition affects the region of the 
Oval window and causes a varying degree of fixa- 
tion of the stapes that deafness results. 

The fenestration operation has now been almost 
completely superseded by the various stapes pro- 
cedures which were re-introduced during the past 
decade, Miot having first reported 200 cases of 
stapes operation in 1890. Rosen’s original method 
of merely mobilizing the stapes is now seldom 
performed, a partial or complete stapedectomy 
being the operation of choice. After removing part 
or all of the stapes, the ossicular chain is recon- 
structed by the insertion of a polyethylene strut 
or stainless steel wire prosthesis between the incus 
and the oval window. Where the stapes footplate 
is completely removed, and when this is entirely 
replaced by otosclerotic bone this may require the 
use of the micro-drill, the oval window is covered 
with either Gelfoam, a vein graft or a fat graft. 

The maximum hearing improvement which can 
be achieved is the raising of the air-conduction 
threshold to the pre-operative bone-conduction 
level, the latter being the measure of cochlear 
function. With present techniques this air-bone 
gap can be closed in 80-90% of cases, and the inci- 
dence of post-operative regression of hearing is 
now much lower. In about 3% of cases, however 
cochlear damage, with an ensuing increase in deaf- 
ness or even complete loss of hearing occurs. Most 
of these complications are attributable to operative 
causes such as micro-drilling of a very sclerosed 
footplate, or blood entering the labyrinth, or dam- 
age to the latter by the prosthesis. 

When a stapedectomy is performed, the stapedius 
tendon is divided and the protective reflex to loud 
sound which this provides is lost. Accordingly, 
these patients’ occupation should be known, and, 
where necessary, precautions taken to prevent 
acoustic trauma. 

Acoustic Trauma 

Urban dwellers live in an age of ever increasing 
noise. Often this is no more than an annoyance, 
but in some instances, and particularly in certain 
industries, this can be a hazard. Exposure to 
noise over a certain intensity and/or duration can 
damage the cochlea. This trauma to the cochlea 
can result either from a single incident, such as 
gun-fire or an explosion, or may occur in certain 
industries from exposure to excessive noise over a 
period of months or years. The latter is now a 
recognized problem and is becoming the subject 
of ever-increasing litigation and compensation. It 
appears that certain people are more susceptible 
to the effect of excessive noise than others. Exces- 
sive noise usually causes a loss of hearing first in 
the 4000 c.p.s. region, but this notch in the audio- 
gram gradually widens, and the frequencies above 
and below this point become affected. As this 
loss encroaches more and more on the speech fre- 


quencies the person experiences an increasing loss 
of speech discrimination. Along with this deafness 
there may be an associated and very troublesome 
tinnitus. Various measures have and are being 
taken in noisy industries and employments in order 
to reduce as much as possible the amount of noise 
produced at the source. It is important in these 
industries that the employee’s hearing be checked 
both prior to, and at intervals during his employ- 
ment. Where practical, these workers should be 
enforced to wear an efficient form of ear plug or 
defender. Where a worker develops a hearing loss, 
whether permanent or temporary, he should if 
possible to be relocated. 

Audiometry 

Audiometry is required both to establish the 
site of the lesion or lesions causing a hearing 
impairment, and to measure the degree of that 
impairment. This is of ever-increasing importance, 
especially in the pre and post-operative assessment 
of patients requiring tympanoplasty or stapes pro- 
cedures and also in the complete rehabilitation of 
the deaf and hard-of-hearing. 

The current clinical methods include pure-tone 
audiometry to measure the air and bone conduction 
in the important part of the hearing range, and 
supra-threshold tests to determine the presence of 
recruitment, one of the types of hearing distortion 
which occurs in cochlear lesions as typified by 
Méniére’s disease. Speech audiometry is then em- 
ployed which assesses the patient’s discrimination 
by using phonetically balanced word-lists. 

Methods are now emerging from the research 
laboratory whereby the site of the lesion, be it in 
the middle ear, the cochlea, the auditory nerve, 
the auditory nuclei or the cortical areas, can be 
localized. It has been shown that the more cen- 
trally situated the lesion, the more subtle the tests 
have to be in order to elicit it. An example of this 
is in a cortical lesion where the hearing for pure 
tones and normal speech may be unimpaired, but 
where speech which is distorted by inserting a 
low-pass filter in the audiometer circuit, will 
demonstrate the deficiency. It is hoped that these 
newer methods will soon become clinically avail- 
able. 


Electronystagmography 

One of the branches of otolaryngology which has 
hitherto been rather neglected is otoneurology. 
There is much more to be learned about peripheral 
and central vestibular disorders, and the otologist 
should be able to offer more diagnostic assistance 
to the neurologist and the neurosurgeon than he 
can at present. The principal sign in the examina- 
tion of the vestibular system is nystagmus, and the 
main reason for the slow progress mad~ in this 
subject is the lack of a means for graphically 
recording, and accurately measuring, nystagmus, 
whether it be spontaneous, positional or that in- 
duced by rotational or caloric testing. 
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A method is required which will qualitatively 
and quantitatively record the direction, the ampli- 
tude, the angular velocity and the frequency of the 
eye movements of nystagmus. Various methods of 
nystagmography have been described, but electro- 
nystagmography (E.N.G.), which has been de- 
veloped in recent years, so far appears to be the 
most satisfactory. This method utilizes the electri- 
cal potential difference which exists between the 
cornea and retina of the eye. In man, the cornea is 
positively charged in relation to the retina. In 
order to record horizontal nystagmus, electrodes 
are attached to the skin at the outer margin of 
each eye and an electrode from the forehead is 
taken to ground. In measuring vertical nystagmus, 
electrodes are placed above and below the eyes. 
Any movements of the eyes causes a potential 
difference which can be amplified and graphically 
recorded. The following are some of the advantages 
of electronystagmography: 

1. With such a permanent record, the progress of 
a condition and its response to treatment can be 
evaluated. 

2. In routine vestibular testing, the duration of 
the induced nystagmus is the factor one relies upon 
most. In certain cases the nystagmus appears to be 
of normal duration, but when the total amplitude 
and angular velocity are calculated from the 
E.N.G. marked depression of function may be 
demonstrated. 

3. The effect of eye fixation on nystagmus is well 
known. Eye fixation can partially or completely 
suppress a spontaneous or an induced nystagmus. 
Frenzel glasses and other means have been used 
in order to eliminate eye fixation but although 
these help, it has been found that so long as the 
patient’s eyes remain open, there will be some 
suppression of nystagmus. The only way, therefore 
to accurately elicit and record nystagmus is with 
the patient’s eyes closed, and this can only be done 
with E.N.G. technique. 

4. Certain dysrhythmias of nystagmus have been 
demonstrated with the E.N.G. which appear to be 
diagnostic of destruction by such lesions as multiple 
Sclerosis or tumours of the cerebello-vestibular 
inter-relationship (those connections between the 
vestibular nuclei and the cerebellum which course 
in the lateral walls and roof of the fourth ventricle). 

Much work remains to be done, not only in 
peripheral vestibular disorders but also in central 
lesions resulting from head injuries, brain tumours, 
and the effect of drugs such as barbiturates, nar- 
cotics, etc. 

It is hoped that the E.N.G. will take its place as 
a valuable method of clinical investigation which, 
along with the newer methods of audiometry, will 
prove of assistance not only to the otologist but to 
the neurologist and neurosurgeon. 

Ultrasonic Treatment of Méniére’s Disease 

In that minority of cases of Méniére’s disease 

which are not controlled by medical treatment, 


and where the attacks of vertigo are frequent and 
disabling, surgical distribution of the labyrinth is 
performed. This terminates the attacks but also 
destroys the residual hearing. Arslan first described 
a method employing ultrasonic vibrations to de- 
stroy the function of the semicircular canals and 
yet preserve cochlear activity. This method is being 
used in certain centres with encouraging results. 
The horizontal semicircular canal is exposed at 
operation and the tip of the sound generator, 
which emits a narrow beam of ultrasonic waves, 
is applied, the beam being directed to the ampullae 
of the horizontal and anterior vertical canals. Care 
must be taken to prevent damage to the facial 
nerve. This procedure not only terminates the 
vertiginous attacks, but also in some cases the 
associated tinnitus, without impairing the hearing. 
In some instances the hearing has actually been 
improved. 


Sudden Deafness 


Sudden deafness occurring in the middle and 
older age groups, may be due to a cochlear vascular 
accident, probably the result of sludging or vaso- 
spasm. Most of these are seen too late to treat 
energetically with vasodilators and anticoagulants. 
In such a delicate mechanism as the cochlea irrever- 
sible changes probably occur rapidly, and, even 
when early treatment can be given, the results are 
disappointing. But these episodes are important 
in as much as they may be precursors of other 
intracranial vascular accidents. These patients’ 
cardio-vascular status should be fully assessed and 
a careful follow-up is indicated. 


Otoxicity 


The toxic effect of streptomycin on the vestibular 
labyrinth and of dihydrostreptomycin on the coch- 
lea has been known for many years. Certain of the 
newer antibiotics, such as neomycin and kanamycin, 
have been found to produce ototoxicity. With kan- 
amycin there appears to be a loss of hearing first 
in the high frequencies, there may be a roaring 
tinnitis prior to the onset of deafness, although this 
is not invariable, and the loss of hearing may pro- 
gress after the drug is discontinued. Kanamycin 
also exhibits nephrotoxic properties, and if renal 
function is impaired, deafness may be sudden and 
complete. The exact toxic dose has not been estab- 
lished but appears to depend on the total and the 
daily dosage. Kanamycin may cause damage not 
only to the cochlea but also to the auditory nuclei 
and perhaps even more centrally. 
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2. Rhinology 
V. de C. Magian, D.L.O., R.C.S.(Eng.) 

Rhinoplasty 

Plastic surgery of the nose is often thought to be 
a cosmetic procedure alone. Rhinoplasty however 
is concerned not only with the artistic concepts of 
nasal anatomy, but with the proper physiological 
function of the nose. To correct a septal deformity 
and leave a scoliotic nose would be like correcting 
a scoliotic nose and leaving a deviated septum. It 
is well-known that the physiological function of the 
nose bears a direct relationship to its anatomical 
structure. Thus a high septum will stretch the 
upper lateral cartilages and narrow the angle (the 
valve) of the nose causing the collapse of the 
upper lateral cartilages on inspiration. Deformities 
of the tip involving the medial or lateral crura of 
the alar cartilages, which form the vestibule, alter 
the normal “baffle” action on the air currents 
passing through the nose. In many cases therefore 
plastic correction of external deformities is as im- 
perative as internal correction, in order to achieve 
a physiologically normal nose. Septal surgery is 
becoming more conservative and there is a greater 
tendency to preserve the septal cartilage, which 
is no longer removed as a whole, but is rather 
remolded and re-positioned. A single strip of 
cartilage may be all that is removed, and this is 
done to break the “spring” and allow the septum 
to be replaced in the mid-line. A dislocation may 
be freed and re-inserted into the bony groove from 
which it came, and this in turn may have to be 
re-fractured and re-positioned. 
Transphenoidal Hypophysectomy 

For several years hypophysectomy has been 
shown to be beneficial in certain terminal cases of 


carcinomatosis due to breast malignancy. The 
rhinologist has become interested in the nasal 
approach to the pituitary, as this affords a less 
hazardous procedure than the usual intracranial 
approach. 


Destruction of the pituitary by the trans-nasal 
route! was first accomplished by implanting radio- 
active seeds. Due to the proximity of the optic 
nerve, blindness has been a discouraging complli- 
cation. At first radioactive gold seeds were used, 
but it was later found that irradiated Yittrium 
emitted highly destructive rays with a very low 
effective range, with less possibility of damage to 
the optic nerve. Despite control of implantation 
by using biplane fluoroscopy (with the image 
intensifier) exact positioning of the seeds and 
dosage of radiation was not always of sufficient 
accuracy. 


Complete removal of the gland is obviously a 
more reliable procedure. Recently, Bateman? has 
performed hypophysectomy using a combined trans- 
septal and transethmoidal approach. The septum 
is adequately removed and the anterior wall of the 
sphenoid sinus is exposed and opened. The inter- 
sinus septum is removed to leave one cavity, the 
roof of which is the bed of the pituitary. The 
transethmoid approach is through an orbital in- 
cision. An operating microscope is used for better 
visualization, and instrumentation and suction may 
be carried out through the one approach without 
obscuring the vision through the other. After 
removing the pituitary a muscle graft is inserted 
into the sphenoid. Complications of this surgery 
include haemorrhage, meningitis and cerebrospinal 
rhinorrhoea. Contra-indications are the rare, limi 
ted, pneumitization of the sphenoid and gross nasal 


ic 


se 
WwW 
ca 
TI 
er 
A 
In 
pe 
an 
su 


nit 
mé¢ 
su 
tre 
sp 
| 
all 
st 
de: 
] 
wi 
: cas 
no 
art 
tid 
or 
mil 
she 
are 
bra 
the 
slir 
giv 
1-2 
the 
; hot 
in s 
An 
tint 
: unt 
tha 
pict 
fore 
pen 
ces: 
eva 
tum 
all ; 
The 
M 
tern 
lons 
ulce 
atro 
coul 
mos 


December, 1961] 


The Manitoba Medical Review 667 


sepsis. In seventy cases Bateman’s mortality rate 
was 5%. Hypophysectomy is also being used in 
cases of diabetic retinopathy with doomed vision. 
The results are still to be assessed, but seem 
encouraging. 

A New Technique of Chemotherapy for 
Inoperable Head and Neck Cancer 

Systemic administration of cancer chemothera- 
peutic compounds in patients with incurable head 
and neck cancer has been disappointing. These 
substances include alkylating agents such as, 
nitrogen mustard, the anti-metabolites and the 
antibiotics. Sullivan and Daly? have developed a 
method of regional continuous administration of 
supra-lethal doses, of an anti-metabolite (Metho- 
trexate) along with the intermittent use of a 
specific metabolite (Citrovorum factor). This anti- 
dote is given to prevent serious systemic toxic 
changes. As tumour cells may be in a metabolic- 
ally inactive phase at any given time, admini- 
stration of the anti-metabolite continuously, will 
destroy these cells as they enter their active phase. 

Patients with inoperable head and neck cancer 
without known metastasis are the most suitable 
cases for this therapy. Unilateral or bilateral neck 
nodes may call for neck resection along with 
arterial infusion chemotherapy. The external caro- 
tid is catheterized via the common carotid on one 
or both sides and the area to be infused is deter- 
mined by fluorescein dye technique. Fluorescence 
should be absent in the palpebral and forehead 
areas, as these are supplied by the terminal 
branches of the internal carotid system. Should 
these areas fluoresce alone, the catheter may have 
slipped into the internal carotid. Methotrexate is 
given in doses of 50 mgms. in twenty-four hours in 
1-2,000 cc’s of saline. In bilateral catheterization, 
the dosage is 25 mgms. per side, per twenty-four 
hours in 1,000 cc’s per side. The antidote is given 
in six mgm. doses every six hours intramuscularly. 
An adequate course requires five to ten days con- 
tinuous arterial infusion. Further courses are given 
until maximum clinical benefit is obtained. More 
than one course may be required. The blood 
picture is followed closely every twelve hours to 
forestall serious systemic toxic damage. A leuco- 
penia demands an increase of the antidote or a 
cessation of the therapy. 

Of thirty-five patients adequately treated and 
evaluated by Sullivan and Daly, twenty-six showed 
tumour regression. In eight patients in whom the 
tumour was present only in the area of therapy, 
all showed complete regression. 

The Role of Cortico Steroids in Otolaryngology 

Most otolaryngological conditions receive short- 
term therapy (up to ten days) and thus the 
long-term effects of steroid therapy such as peptic 
ulcer, moonface, convulsions, hypertension and 
atrophy of the anterior pituitary are seldom en- 
countered. Furthermore, the hormones are used 
mostly as topical applications and the concentra- 


tions absorbed from sprays and ointments are 
practically nil. Three of the more serious conditions 
for which short-term therapy is indicated are: 


1. Acute oedema of the larynx. 

2. Chemical burns of the oesophagus. 

3. Mid-line lethal granuloma of the face. 
Acute Oedema of the Larynx 

Perhaps the most serious form occurs in children 
in the condition of acute laryngo-tracheo-bronchitis. 
Here several factors account for the sudden onset 
of asphyxia. These are anatomical, the smallness 
of the lumen of the larynx, the loose aerola tissue 
above and below the cords, which can so easily 
become oedematous, especially in the conus elasti- 
cus which gives the typical appearance on direct 
examination, of mounding below the vocal cords. 
Other factors include, the weak bechic blast and 
tussive squeeze of the child who is unable to expel 
the thick, tenacious secretion so typical of this 
disease. 

In many of these cases the prompt use of steroids 
such as intravenous injection of Solucortef (50-100 
mg.s.) and the use of the broad range antibiotics 
and steam (to soften the secretions), may avert 
asphyxia and even tracheotomy. 

Chemical Burns of the Oesophagus 

Stricture of the oesophagus resulting from 
chemical burns usually requires periodic Bougin- 
age for several years. If however steroids are given 
within twenty-four hours stricture formation is far 
less likely to occur. Antibiotics should be given as 
well and administration should be parental if dys- 
phagia contra-indicates the oral route. Tracheotomy 
may be indicated in the first place. Gastric lavage 
is probably best left alone, for the passage of a 
tube may well rupture the oesophagus. A thread 
is swallowed as soon as possible to facilitate Bou- 
ginage should strictures develop. Follow-up should 
be careful and continuous, even though the treat- 
ment may seem initially successful and the patient 
should report at once should any difficulty in 
swallowing occur. 

Ray and Morgan‘ quote the following figures in 
the treatment of eleven children between the ages 
of one and four who were suffering from acute 
lye burns of the oesophagus. In ten cases steroid 
therapy was started within twenty-four hours, in 
one case therapy was started after four days. In the 
first ten cases no oesophageal stricture developed, 
in the other a stricture developed three months 
later. Their previous experience with lye burns 
showed up to 50% incidence of stricture formation. 
Oesophagoscopy, to determine the extent of lye 
burns, is safe when done within 5-10 days after 
ingestion, before the period of slough. House- 
hold chemicals other than lye do not penetrate 
to the extent of causing ultimate stricture’. ”. 
Norton*, however, described two suicide cases 
where ammonia caused stenosis that required sur- 
gical bypass. 
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Mid-line Lethal Granuloma of the Face 

The clinical picture is one of progressive destruc- 
tion of the nose, face and pharynx with a complete 
lack of resistance to the progress of the disease. 
The outcome was often fatal in spite of all forms 
of treatment, but steroids seemed to offer some 
hope of saving the patient’s life’. 
A Method for Localizing Cerebrospinal 
Fluid Fistulae 

Crow, Keogh and Northfield® have devised a 
technique for localizing C.S.F. fistulae. Radioactive 
sodium is injected into the cisterna magna and it is 
subsequently identified in one or more of a series 
of cotton wool pledgets placed in contact with the 
nasal surface of the base of the skull and the open- 
ings of the frontal sinuses and Eustachian tubes. 
The pledgets are inserted through the nose using 
local anesthasia and each is attached to a thread 
bearing a marker. After injection of the radioactive 
sodium solution the patient lies prone with the 


forehead on a pillow. This is the most favourable 
position for the escape of C.S.F. through fistulae in 
the base of the skull. The position is maintained 
for 40-60 minutes. The pledgets are then with- 
drawn and radioactivity is estimated. Success de- 
pends on correct anatomical placing of the pledgets, 

Previous methods which relied on the chemical 
reducing ability of the C.S.F. are unreliable in view 
of the reducing ability of the lacrimal secretions 
and nasal secretions in certain conditions. 
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Laryngology 
Ronald K. Watson, M.D. 


It is in the field of malignant disease that throat 
surgery has changed most in the past few years. 
This has come about for several reasons: 

1. The greater understanding of the behaviour 
of tumours of the larynx and the pharynx; 

2. The availability of antibiotics and whole blood 
for replacement transfusions; 

3. The improvement in radiography and radio- 
therapy. 

The prognosis of tumours in this region is very 
closely related to the precise area of the larynx or 
pharynx which is involved by the disease. This is 
not a matter of size alone but of the specific areas 
involved. For example, malignant diseases of the 
vocal cords alone generally have an excellent 
prognosis, whereas, those occurring a very short 
distance away in the pyriform sinus carry a poor 
prognosis. This is because the incidence of cervical 
metastasis is very high in the latter group and low 
in the former. 

Attempts have been made to classify laryngeal 
tumours in such a way as to correlate the clinical 
appearance of the lesion with the incidence of 
metastasis and so with the ultimate prognosis. 

In recent years a grouping based on regional 
involvement rather than on site of origin has given 
better metastatic correlation. Lesions are classified 
as: 

. Glottic — vocal cords alone. 

. Supraglottic — false cord and epiglottis. 

. Sub or infraglottic. 

. Transglottic—true and false cord and crossing 
and involving the ventricle. 

. Laryngopharyngeal — all others. 


a 


These tumours can also be staged in a manner 
similar to the international classification used for 
cancer of the cervix. 

Stage 0 — carcinoma in situ. 

Stage 1— larynx mobile, no palpable nodes. 

Stage 2— laryngeal mobility reduced. 

Stage 3— Lymph node involvement, but nodes 
mobile or direct extra-laryngeal extension. 

Stage 4— larynx or nodes fixed. 

A recent study of 96 cases of cancer undergoing 
total laryngectomy and neck dissection gives the 
following metastatic rate compiled according to 
this classification: 

Glottic -0; infraglottic 19%; supraglottic 33%; 
and transglottic 52%. Of particular interest is the 
fact that unsuspected cervical metastasis were fre- 
quently present as follows: 

Glottic 0; infraglottic 22%; supraglottic 4%; 
transglottic 31%. Large poorly differentiated tu- 
mours -had a higher metastatic incidence than 
smaller well-differentiated lesions. Tumours of the 
laryngopharynx were not studied in this particular 
series. 

From the above figures it is obvious that the 
exact extent of the lesion must be determined be- 
fore treatment is contemplated. The type of surgical 
procedure, partial or total laryngectomy, with or 
without radical neck dissection also depends on 
exactly which structures are involved. 

Localization of the tumour is done by indirect 
and direct laryngoscopy and, when advisable, by 
means of contrast laryngography. To perform this 
radiological study the larynx and pharynx are first 
anaesthetized with cocaine. Then radio opaque dye 
is introduced into the mouth with a syringe and 
cannula under fluoroscopic guidance. Sufficient dye 
is injected so as to fill the valleculae and pyriform 
sinuses. Then frontal and lateral films are taken 
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Anterior laryngogram during phonation showing 
closed vocal cords. 
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during inspiration, phonation, in Valsalva, and 
modified Valsalva manoeuvers. By this means the 
tumour can be outlined and certain areas such as 
the ventricle and subglottis can be more accurately 
examined than by direct or indirect examination 
only. The normal laryngeal structures as demon- 
strated by this means are shown in Figures 1 and 2. 

Over the past few years there has been a grow- 
ing number of cases of glottic cancer successfully 
treated by radiation. However, laryngo-fissure and 
hemi-laryngectomy remain the most frequently 
used form of treatment of this condition in North 
America. 

There is an increasing tendency to perform a 
radical dissection of the lymph nodes of the neck 
on the side of greatest involvement at the time 
of original surgery, whether this be total laryng- 
ectomy, partial laryngectomy or partial pharyngec- 
tomy. This has been done routinely where palpable 
nodes are present but in recent years is being done 
more frequently for cases which carry a high, 
metastatic rate, such as the transglottic and pyri- 
form sinus groups. 

There is some evidence that for larger, more 
extensive tumours, a planned, staged bilateral neck 
dissection may be the procedure of choice in the 
future. 

In the past the surgical treatment of many 
tumours of the throat was total laryngectomy even 
though the vocal cords were not directly involved. 
Through advances in radiographic tumour localiz- 
ation and progressive surgical techniques, it is 
now possible in certain carefully selected cases, to 
adequately remove the lesion and still leave a 
normally functioning voice without reducing the 
patient’s chances of survival. Contrast laryngo- 
graphy is of special importance in the selection of 
these cases. 

Large tumours of the pharynx sometimes require 
total removal of larynx and pharynx and recon- 
struction of the pharynx using skin grafts and 
stents. Occasionally the larynx must be removed 
but the anterior portion can be retained to close 
the defect in-the pharynx and crico pharyngeal 
region of the cervical oesophagus. 
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Pediatrics 


Pediatric Review — 1961 
From the Department of Pediatrics, University of Manitoba 
the Children’s Hospital of ipeg 
1. The General Scene 
Harry Medovy, B.A., M.D., F.R.C.P.(C) 


The year just ended has witnessed great activity 
in paediatric research in many parts of the globe, 
and the cause of improved child health has ad- 
vanced a giant step forward. Without pretending 
to place additions to new medical knowledge in 
any order of priority, the following contributions 
seem particularly important. 


1. Live Attenuated Vaccines against Poliomyel- 
itis and Measles: 

(a) oral live attenuated poliomyelitis vaccine. 

(b) attenuated live measles vaccine. 


Dr. Berger reviews the present status of measles 
vaccine in this issue of the Manitoba Medical 
Review. The oral poliomyelitis vaccine has been 
tested in various parts of the world, and there 
remains no doubt about its effectiveness in the 
control of epidemics and in conferring lifetime 
immunity. There are still some hurdles to be over- 
come. With three pathogenic poliomyelitis viruses 
to be considered, it has been found impractical to 
give a combination of vaccines against all three 
viruses at the same time. The phenomenon of 
interference would prevent the development of 
satisfactory immunity against any of them. As a 
result, only type I vaccine has so far been licensed 
in the United States. It is anticipated that type III 
will be licensed by the beginning of 1962, but it 
may be the end of 1962 before type II is licensed. 
These three oral vaccines will then need to be fed 
separately in order to ensure an adequate antibody 
response to each. In the meantime, it was recom- 
mended that the Salk poliomyelitis vaccine, which 
is being improved all the time in potency and 
purity, should be given without delay. It is esti- 
mated that not more than 50% of the childhood 
population in Canada and the United States has 
been adequately immunized with Salk vaccine. It 
has been clearly shown that the paralytic form of 
poliomyelitis can be prevented in most cases if the 
Salk vaccine is used in the manner recommended 
by health authorities. 


2. An increasing emphasis on the importance of 
pyuria in infancy. Failure to recognize this clini- 
cal entity, and delayed or inadequate treatment 
may condemn the patient to chronic renal disease 
in later life. The details of investigation and treat- 
ment have been carefully studied and reviewed by 
Pryles and others. Dr. Coodin discusses the prob- 
lem in a short review below. 


3. The rapid developments in our understanding 
of chromosome disorders and their relation to 
human disease have furnished one of the most 
exciting chapters in modern medical research. 
Improvement of techniques of chromosome visual- 
ization and study has resulted in a flood of com- 
munications which opened up a great deal of new 
knowledge, much of it concerned with diseases of 
infancy and childhood. 

4. Increased understanding of diseases which are 
caused by defects in the host’s immune mechan- 
isms. For many years, we have known about 
disease states associated with too little gamma 
globulin or too much gamma globulin. Selective 
deficiencies in globulins of different molecular size 
have now been uncovered, and the inability of some 
infants and children to respond with specific 
antibody formation against some vital diseases in 
particular is now being clarified. The inability of 
some of the maternal antibodies to cross the pla- 
centa and give passive protection to the infant in 
the first few weeks of life is also much better 
understood now than even a year ago. 

5. More biochemical disorders due to blocks in 
metabolic pathways as a result of enzyme deficien- 
cies have been described during 1961. Since many 
of these disorders are associated with mental re- 
tardation, it has become important to diagnose 
early and remove, if possible, the amino acid which 
the infant cannot metabolize efficiently. We have 
more reason than ever to hope that, in the years 
to come, it may be possible to prevent or correct 
congenital mental deficiency due to biochemical 
malformations. 

The Local Scene 

A short reference to the development of paedi- 
atric research and measures designed to improve 
child health in the province of Manitoba is perhaps 
not inappropriate in this journal. 

Since 1954, a medical team, consisting of paedia- 
tricians and obstetricians from the Winnipeg 
General and St. Boniface Hospitals, have worked 
together and combined their efforts to try and 
understand better the causes of perinatal deaths in 
the Winnipeg area and to increase awareness by 
the medical profession of their responsibility in 
reducing the number of stillbirths and neonatal 
deaths where prevention was possible. This study 
has now gone far afield so that perinatal review 
conferences are now held in four Winnipeg hospi- 
tals at regular intervals, and have also been held 
at Brandon, the Pas and Kenora, Ontario. The 
concentration of medical interest in this field has 
led to a much better understanding of obstetrical 
and paediatric problems, not all of which are at 
present capable of solution. 
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The continuing study of the later history of pre- 
mature infants, especially small premature infants, 
is continuing and a review of the findings will 
shortly be published. 


The City Health Department has undertaken a 
study of cigarette smoking habits amongst children 
in the City of Winnipeg in an effort to reduce the 
incidence of this habit, at least during school years, 
in the hope that this may lead to a reduction in the 
number of habitual smokers in the population. Two 
school areas at present furnish the setting for this 
trial. In view of the known relationship of cigar- 
ette smoking to lung cancer, and the failure of 
other approaches to reduce the incidence of cigar- 
ette smoking, this method would seem well worth 
serious trial. 

The Poison Control Centre at the Children’s 
Hospital now handles almost a thousand cases a 
year, and furnishes an emergency service by tele- 
phone and in the casualty room which is often life- 
saving. 

Basic paediatric research made real progress 
during 1961. The application of amine buffers in 
the treatment of salicylate poisoning is under 
active investigation by Dr. Sydney Israels and his 
group. The metabolism of the red blood cell, the 
problems associated with feto-maternal bleeding 
and materno-fetal bleeding, as well as the variety 
of syndromes which are associated with bleeding 
diseases are under study by Drs. Chown and 
Zipursky. Carbohydrate metabolism in the new- 
born infant is being actively studied by Dr. J. 
Haworth. Rheumatoid arthritis, the rheumatic 
state, and the evasive rheumatoid factor are under 
investigation by Dr. Rodney Millar. Pulmonary 
pathology in small prematures has been under 
study for some months by Dr. J. Briggs and Dr. 
Georgina Hogg. The effects of viral disease on 
infants and children under long term steroid treat- 
ment, as far as the world literature and our own 
local experience is concerned, is being studied by 
Dr. K. Finkel. Dr. Irene Uchida is studying the 
effect of radiation on chromosomes of fruit fly 
progeny. 

It is sobering, however, to end this short review 
by pointing out areas in which little or no pro- 
gress has been achieved during the last year. The 
respiratory distress syndrome of prematurity still 
accounts for almost half the neonatal deaths. Al- 
though much new knowledge has been gained in 
recent months, the problem is still far from being 
solved. Leukemia still remains in the category of 
fatal diseases in spite of the dramatic palliative 
effects of steroid and drug therapy which prolong 
useful life, but which, in the end, fail to save the 
victim. Accidents in the home and on the highway 
continue to take their toll of young lives. In these 
areas, intensified research effort is necessary if 
further reduction in infant and child mortality is 
to be achieved. 


2. Measles Vaccine 
Maurice Berger, M.D. 


Following the work of Enders and Peebles in 
isolating measles virus from patients, growing the 
virus, and attenuating the virus, rapid strides were 
made in the preparation and testing of a live 
attenuated measles vaccine. 

The vaccine is injected subcutaneously. About 
6-8 days after injection the patient has fever for 
about three days. About one-half the children 
develop a mild rash. Koplik spots are occasionally 
noted. Respiratory symptoms are usually absent 
or minimal, There is no detectable viremia, nor 
can the virus be cultured from the nose or throat. 
The disease is not contagious for contacts. Compli- 
cations are minimal. A few cases of otitis media 
and bronchitis have been reported. Although 
occasionally temperatures as high as 106° by rec- 
tum have been observed, toxicity is minimal. 

The vaccine is not effective in very young infants 
who have antibodies to measles acquired from the 
mother. However, after seven months of age when 
the maternal antibodies have disappeared the 
vaccine becomes effective. The vaccine results in 
serological immunity in 95% of susceptibles. In 
vaccinated children who have been exposed to 
measles as long as 12 months after vaccination, 
none have developed measles. Children who have 
been studied one to two years after vaccination 
have shown the same neutralizing antibody titres 
as were present one month after vaccination. It 
would seem therefore that one injection is effective. 

Recently, gamma globulin has been given im- 
mediately following vaccination. This has resulted 
in suppression of significant clinical reaction but 
without suppression of the antibody response. The 
combined procedure offers promise of circumvent- 
ing the marked febrile response in some children 
and would reduce the objection to the use of the 
vaccine in thermolabile children or in those prone 
to febrile seizures. However, there is a critical 
level of dosage of gamma globulin which may re- 
duce the effectiveness of the measles vaccine. 

Studies are in progress in the use of killed virus 
vaccines, but sufficient results are not available to 
evaluate its effectiveness. Additional studies are 
taking place in the use of killed vaccine plus 
attenuated virus vaccine which may also reduce or 
eliminate the reactions to the live vaccine. 

There is little doubt that in the near future 
measles with its attendant misery and not infre- 
quent complications will be eliminated as a disease 
of childhood. It will be of particular value in those 
populations where mortality from measles is exces- 
sively high, and in diseases such as Cystic Fibrosis 
where illness may be very severe. So far, no 
central nervous symptoms accompanying the ill- 
ness produced by vaccine have been reported. 
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3. Pyuria in Pediatrics 
Fischel J. Coodin, M.D. 


The growing realization of the significance of 
pyuria in children was recently emphasized by the 
“headline” in a current pediatric journal, “Pyuria 
in Infancy Often Indicates a Malignant Process”. 
Until recent years, pediatric urological problems 
have often been considered as miniatures of the 
adults’ difficulties. It has become gradually recog- 
nized that the majority of pyurias in childhood 
are attributable to the presence of congenital ano- 
malies. Impaired emptying is the most common 
factor underlying successful bacterial invasion of 
a child’s urinary system. Intravenous pyelograms 
do not reveal obstruction, and so catheterization, 
cystourethrography, cystoscopy, etc. are still needed 
in spite of their disadvantages. 

In a review of 265 consecutive cases of urinary 
obstruction in children, McGovern? points out that 
there are still some poorly understood uropathies 
that are difficult to recognize. Antibacterial medi- 
cation may suppress the invading organisms, but 
a true cure necessitates relieving the obstruction. 
Also, the kidneys may be destroyed by the ob- 
struction alone, without infection. 

Pryles et al*, in a comparative study of quanti- 
tative bacterial cultures of urine obtained by cathe- 
ter versus voiding, demonstrated conclusively that 
proper strapping of boy and girl infants after care- 
ful cleansing will provide satisfactory samples of 
urine for bacteriological study. When the line 
between contamination and infection is placed at 
10,000 colonies/ml., a 96% “diagnostic” correlation 


was found between clean voiding and catheterized 
specimens. When doubtful results are obtained, 
the study of more than one specimen of urine is 
absolutely necessary. The authors point out that in 
the uncommon circumstances where catheterization 
is necessary, it should be done with the full realiza- 
tion of the risk of introducing infection. 


The experiences with urosepsis at the Winnipeg 
Children’s Hospital during 1959+ were recently 
reviewed in this journal. One-third of the 43 LV. 
pyelograms done showed anomalies. The import- 
ance of a freshly obtained specimen of urine going 
directly to the bacteriology laboratory cannot be 
overemphasized. All methods of colony counting 
are valueless unless collection technique is rigidly 
enforced, and the specimen is delivered to the 
laboratory immediately. In case of uncertainty 
of diagnosis after repeated urinary examination, 
catheterization may be necessary, using all possible 
care to prevent secondary tract infection from the 
procedure. 

Sixty-nine per cent of the infections were due to 
E.Coli. Furadantin, Gantrisin and Chloramphenicol 
seemed to be the drugs of choice in the majority of 
cases. However, it is essential to demonstrate the 
organism and its sensitivity, and to follow with an 
adequate dose of the proper drug for a long enough 
period to ensure cure. This may entail weeks or 
months of chemotherapy. 
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... If the natural powers of judgment are to be improved it is only, | believe, by 
general mental culture, and not by purely scientific training, that it can be done. 
The study of “humanism,” by which is meant the philosophy of knowledge as 
opposed to its practical application, must be the means. As someone has said, 
sanity, humour, breadth of view, and powers of criticism are the distinguishing 
marks of the humanist, and it is at these that we must aim. It is for this reason 
that | regret the modern tendency to make the scientific studies of the medical 
student begin at an earlier age and whilst he is still at school, and to sacrifice to 
them much of the old literary and linguistic training. It is, | think, not without 
significance in this regard that many of the most distinguished physicians of the 
last generation have also been good classical scholars. 


Sir Robert Hutchison 
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Gynecology 


A Symposium on Malignancy 
of the Uterus 


C. R. Bradford, M.D.(Man.), F.R.C.S.(C) 
Assistant Professor of Obstetrics and Gynecology 
University of Manitoba, Winnipeg 


In October 1960 the Department of Obstetrics 
and Gynecology of the University of Wisconsin, in 
Madison, sponsored a symposium on malignancy 
of the uterus. The program was designed for 
exhaustive coverage of the subject from the stand- 
point of basic clinical research, treatment, and 
outlook for the future. Members of the visiting 
faculty included Dr. Hans-Ludwig Kottmeier from 
Sweden, Dr. John McKelvey from the University 
of Minnesota, Dr. James Nolan of the University 
of Southern California, Dr. Felix Rutledge from the 
M. D. Anderson Cancer Hospital of the University 
of Texas and Dr. E. Stewart Taylor from the 
University of Colorado. Those attending the sym- 
posium included approximately 75 gynecologists, 
radiotherapists and surgeons from all parts of 
the United States and Canada. The program was 
arranged so that each paper presented was followed 
by an open discussion. Time was also allotted to 
smaller informal group discussions with the various 
members of the visiting faculty. I shall attempt to 
summarize some of the papers presented, and also 
give an impression of the general opinion of those 
present at the meeting. 


Basic Research 

On the first morning of the conference, several 
members of the University of Wisconsin Medical 
faculty gave papers outlining their own research 
projects. The talks were interesting, but most of 
the clinicians present had insufficient knowledge 
of the media and methods of basic research to enter 
into the discussion of the material presented. 


Dr. Mueller, Professor of Oncology, described 
experiments designed to show the effect of estro- 
gens on rat uterine muscle. Single doses of 
estrodiol were given to oophorectomized female 
rats. At set time intervals the uterus was excised, 
the uterine muscle incubated, and various enzymes 
were tagged with radioactive materials. The tissue 
was later analyzed to determine the quantity of 
enzymes present. Although there were marked in- 
creases in protein and phospholipid values follow- 
ing the injection of estrodiol, there was no change 
in the level of D.N.A. present. This suggested that, 
although estrogen may increase the rate of nucleic 
acid and protein synthesis, it does not appear to 
effect mitosis directly. 


Dr. Kelly Clifton of the Department of Radio- 
therapy presented a discussion on the effect of 


oophorectomy, hypophysectomy, and the injection 
of androgens, on induced carcinoma of the breast 
in mice. He also showed that when high levels of 
estrogens were given to animals over a period of 
time, pituitary mammotrophic hormones responded 
to stimulate breast hyperplasia. Then, after a 
prolonged period of estrogen stimulation, the mam- 
motrophic cells continued to secrete and stimulate 
breast hyperplasia despite the withdrawal of 
estrogens. 


Dr. Vann Potter gave a paper called “Enzyme 
Studies on the Cellular Origin of Experimental 
Neoplasm.” He has studied enzyme patterns in 
several experimental hepatomas and has compared 
them to those of normal liver cells. He has found 
no constant enzyme pattern in the neoplastic tis- 
sues. What he did find though, was a great varia- 
tion in quantities of several enzymes in normal 
tissue, depending upon the amount of protein fed 
to the cells. In malignant tissue cells the enzyme 
pattern was constant, regardless of the quantity of 
protein provided. 

A more pertinent paper perhaps to the gynecolo- 
gist was that given by Dr. Ben Peckham, Professor 
of Obstetrics and Gynecology at Wisconsin. This 
was called “Kenetics of Vaginal Cell Populations.” 
In an attempt to determine the rate of replacement 
and shedding of cells of the vaginal mucosa he gave 
radioactive thymadine to oophorectomized rats 
who were on a standard dose of estrogen. Thyma- 
dine apparently labels the cell nucleus during 
mitosis and marks the cell for the remainder of its 
life. By studying sections of vaginal mucosa at 
hourly intervals he determined that it was approx- 
imately thirty-six hours from the time of initial 
cell division in the basal layer until shedding takes 
place. 

Carcinoma in Situ of the Cervix 


When one practices gynecology in one particular 
area for some time he begins to think that what is 
accepted thought and teaching there, is the gene- 
ally accepted belief of all gynecologists. In no 
subject is this less true than in cervical carcinoma 
in situ. From the slides shown and the discussions 
that took place at this symposium the author was 
amazed at the difference of opinion that still exists 
regarding the pathological interpretation and treat- 
ment of this disease. Several of Dr. Kottmeier’s 
slides of intraepithelial carcinoma appeared to be 
frank invasive tumor to the eyes of some of those 
present. Treatments advised ranged from that of 
simple conization of the cervix at any age to that 
of Dr. McKelvey who, in his usual expressive man- 
ner of not wanting to “tickle the tail of a snake,” 
gives full radiotherapy to all patients who have 
carcinoma in situ. 
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Dr. Kottmeier described 33 cases of carcinoma in 
situ who were diagnosed by simple biopsy and 
then followed for many years. Of these, 22 had 
developed invasive carcinoma at the time of his 
presentation. Although the fallacies of making this 
diagnosis on the basis of a simple biopsy are readily 
apparent, certainly some of these patients did not 
have invasive tumor at the time of biopsy and 
later progressed to invasive carcinoma. He also 
mentioned that of 200 cases of carcinoma in situ 
treated by radical cone biopsy alone who have 
been followed five years, four have developed 
invasive carcinoma. This, I think is significant 
because an adequate cone according to his stand- 
ards is in the realm of a major surgical undertaking. 

When the subject of cervical conization was 
discussed there was an unanimity of opinion re- 
garding the difficulties and hazards of this seem- 
ingly minor procedure. Most of the gynecologists 
present had patients who developed severe second- 
ary hemorrhage, infection, or stenosis, after deep 
conization. Two people told of patients who had 
died of infection when a hysterectomy was carried 
out a few days after performing conization. The 
general opinion was that one should wait at least 
four weeks after removing a cervical cone before 
hysterectomy is carried out. 

Although opinions were varied on this subject 
the majority of gynecologists at the symposium 
seemed to be treating carcinoma in situ as we do 
in this area. That is, deep conization for diagnosis, 
hysterectomy following cone in the over thirty- 
five age group, and therapeutic conization in the 
younger patient who wishes a family and in whom 
the line of excision is free of carcinoma in situ and 
adequate follow up can be carried out. 


Invasive Carcinoma of the Cervix 

As one would expect, more time was spent at 
this symposium on the discussion of Invasive Car- 
cinoma of the cervix than on all other subjects 
combined. The most complete paper was given by 
Dr. Kottmeier in which he summarized their ex- 
periences at the Radiumhemmet in the treatment 
of over 2,000 patients with carcinoma of the cervix. 
It would serve no useful purpose to describe at 
length their methods and results as this has been 
done completely in other publications, but it is 
impressive to hear Dr. Kottmeier speak of his vast 
personal experience in the management of this dis- 
ease. It would seem that their series of patients is 
an almost completely unselected group and yet the 
results of treatment are probably better than any- 
where else in the world. This is due to the tre- 
mendous concentration of experience into a few 
capable hands, and also the variation of radio- 
therapy techniques to obtain the maximum per- 
missible therapy to each individual patient and 
her disease. Dr. Kottmeier and his associates have 
had little success in applying Ruth Graham’s S.R. 
and R.R. estimations to the treatment of carcinoma 


of the cervix and he does not believe that Glucks- 
man’s serial biopsy method of estimating radiation 
response is of any value. In some cases they now 
carry our bilateral pelvic venography in an attempt 
to estimate more accurately the state of involve- 
ment and position of iliac nodes. 


Following Dr. Kottmeier’s paper, Dr. E. Stewart 
Taylor discussed his experiences in the surgical 
treatment of carcinoma of the cervix. He person- 
ally has performed radical pelvic surgery on about 
100 patients with stage I disease, Dr. Taylor divided 
his cases into three groups—those with the gross 
lesion measuring less than one centimetre in 
diameter, those measuring one to three centi- 
metres, and those of more than three centimetres 
in diameter but still classed as stage I. Although 
his results, where the lesion was less than one 
centimetre were excellent, as the size of the iesion 
increased the results deteriorated rapidly. Initially 
Dr. Taylor was an enthusiast for surgical therapy. 
However, he stated that he has gradually tempered 
his enthusiasm and now prefers to limit the cases 
treated surgically to those where the gross lesion 
is less than one centimetre size. He emphasized 
the fallacy of thinking that a complete block dissec- 
tion of the pelvis can be accomplished when one 
must preserve the ureters. In his own experience 
he believes that when a tumor was found to re- 
spond poorly to radiotherapy, surgery did little to 
improve the results of treatment. He is also be- 
ginning to doubt whether or not lymphadenectomy 
actually does much towards improving the overall 
survival rates and he expressed the thought that 
possibly the original Wertheim hysterectomy is 
just as effective as the modern more radical pro- 
cedure if one limits surgery to early stage I lesions. 
I think that Dr. Taylor’s remarks carry consider- 
able weight as his personal experience is of some 
magnitude. 

Dr. Elvin Schulz of Wisconsin described their 
results in the treatment of carcinoma of the cervix 
using cobalt 60 pellets in a fixed type of applicator 
and following this by parametrial injection of 
radioactive gold. They have treated about 150 
patients in this way following the technique of 
Sherman and Allen of St. Louis. Although the 
results were good in stage I carcinoma they were 
very poor in the more advanced stages. They have 
now decided te abandon this method of treat- 
ment. Other therapists present at the meeting 
described similar experiences. However, Dr. Kott- 
meier thought that parametrial injection of radio- 
active gold in cases where there was a recurrence 
after irradiation therapy was of some palliative 
value. 

Dr. Felix Rutledge gave an excellent account of 
experiences at the M.D. Anderson Hospital with 
pelvic lymphadenectomy in 440 patients who had 
been treated since 1951. A number of these patients 
had no radiation therapy prior to surgery, some 
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had standard radium and x-ray treatment before 
surgery, and others had been given wide field 
external irradiation with extremely high voltage 
units. A group of patients had been subjected to 
transabdominal radical hysterectomy and pelvic 
lymphadenectomy, while others had extra peri- 
toneal pelvic lymphadenectomy after irradiation 
therapy. The reasons he gave for carrying out this 
study were, firstly, to investigate the effect of x-ray 
therapy on lymph nodes; secondly, to determine 
the difference in survival times between patients 
with positive nodes and those with negative nodes: 
thirdly, to determine if high voltage external 
irradiation improved the results when nodes were 
involved; and fourthly, to find out if surgery after 
complete irradiation improved the patient’s chances 
of cure. I shall attempt to summarize some of Dr. 
Rutledge’s findings. They have found a much 
lower incidence of positive nodes stage for stage 
when the patient was given radiotherapy prior to 
surgery than when the patient had no pre-operative 
irradiation. Of the whole group that had nodes 
containing cancer at the time of surgery only 3% 
had survived five years. They also found that when 
surgery was performed after irradiation therapy 
the number of severe complications including 
fistulae, intestinal necrosis, and lymphocyst forma- 
tion was greatly increased. About 50% of these 
patients who had positive nodes also had meta- 
stases outside of the pelvis at the time of surgery. 
The only advantage to the use of high voltage 
therapy that they could determine seemed to be in 
cases of advanced carcinoma of the cervix where 
large pelvic masses were present. Dr. Rutledge 
doubted the wisdom of performing surgery after 
complete irradiation as it accomplished little in the 
improvement of the final survival rate and greatly 
increased the number of severe complications and 
deaths. 

At another session Dr. Rutledge discussed the 
management of treatment failures and the compli- 
cations of exenteration procedures. He has had a 
considerable range of experience in the manage- 
ment of these difficult problems and yet their 
overall immediate mortality was 24%. He is con- 
vinced that very extensive surgery may offer some 
hope to a small percentage of patients but he 
emphasized the difficulties of deciding which 
patients may be helped. Even at the time of 
surgery it was sometimes extremely difficult to 
determine whether or not recurring or residual 
carcinoma was present. The good results were 
achieved only in those cases where the recurrence 
was central in the pelvis. Only one patient who 
had nodes positive for carcinoma at the time of 
exenteration has lived for five years. Dr. Nolan, 
in discussing Dr. Rutledge’s paper, presented a 
series of 180 cases of carcinoma of the cervix where 
limited irradiation therapy had been given to re- 
curring tumor. In this group there was a 16% five 
year survival rate. However, I am sure that in 


some of these cases recurring tumor may have 
been misdiagnosed or else previous treatment may 
have been inadequate. 
Endometrial Carcinoma 

One of the most interesting and lively mornings 
of the conference was taken up by a discussion 
of carcinoma of the endometrium between Drs. 
McKelvey and Kottmeier. Both men are forceful 
energetic speakers and both are convinced that 
their method of treatment of this disease is the 
superior one. Dr. McKelvey presented his series 
in which it would appear that the use of surgery 
alone gives the best result. However, as a criticism 
of this series one must remember that the first 
group were treated by x-ray and radium from 
1938 until the early 1940’s. The second group were 
treated by radium and surgery during the latter 
1940’s, and the most recent group was that treated 
by surgery alone. There have been too many 
variables in the stage of the disease and the 
techniques of irradiation therapy to allow accurate 
comparison of the three groups of patients. When 
Dr. Kottmeier described their series of patients 
that were treated primarily by irradiation therapy 
he emphasized that there was no selection of cases, 
and yet the results were quite good. One can not 
help but be impressed by Dr. Kottmeier’s enthus- 
iasm for the multiple packing method of applying 
intrauterine radium. Although the incidence of 
uterine perforations was 9%, in those patients 
that had surgery following complete irradiation 
only 4% had residual tumor present. The general 
opinion of those present seemed to be that in early 
carcinoma of the endometrium where the uterus 
is found to be normal in size or slightly enlarged, 
surgery alone is excellent treatment. However, 
when the lesion is anaplastic or the uterus is en- 
larged, radium should be used by the multiple 
packing method and followed by surgery at a later 
date. Certainly, the use of radium appeared to 
reduce the incidence of recurring tumor in the 
vaginal vault. There was some discussion of the 
value of more radical surgical therapy including 
pelvic lymphadenectomy in the treatment of endo- 
metrial carcinoma. Those with experience thought 
it did little to increase the five year survival, and 
vastly increased the number of complications. Dr. 
McKelvey believed that the procedure had not 
been given an adequate trial and suggested that it 
should be continued in a few major treatment 
centers, especially where endometrial carcinoma 
had spread to the cervix. An interesting study was 
presented by Dr. Nolan. Apparently they have 
collected a series of 400 patients who had untreated 
endometrial carcinoma. Of the 400 cases, 170 were 
alive five years after the time of initial diagnosis. 
This emphasized the pitfalls in assessing five year 
survival figures for this disease. 
Choriocarcinoma 

Choriocarcinoma was discussed principally by 
Dr. McKelvey. He emphasized the nature of this 
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disease in that being a parasitic type of tumor “it 
carried within it the seeds of its own destruction,” 
that is, the destruction of its own blood supply. He 
also strongly objected to diagnosing choriocarci- 
noma by the study of the characteristics of the cells, 
and maintained that the only criterion for diagnosis 
was that of demonstrating destruction of smooth 
muscle of the uterine wall. With this in mind he 
expressed the opinion that a second deep curettage 
should always be done after the evacuation of a 
hydatidiform mole. The tissue obtained at the 
second curettage should then be blocked and studied 
for the presence of smooth muscle destruction. 

Dr. McKelvey also presented six cases of chorio- 
carcinoma who had been treated with methotrex- 
ate. Of the six cases, two were alive and well over 
a year after positive biopsies had been obtained 
from vaginal metastases. He believes that the use 
of methotrexate should be the first line of attack 
in the treatment of choriocarcinoma. 

Perspectives 

On the final morning of the conference Dr. E. 
Stewart Taylor gave a summing up of the sym- 
posium in a talk entitled “Perspectives.” For the 
most part this was a general review of the high 
points of the various discussions that had taken 
place. However, there were a few remarks which 
I think are important. He re-emphasized the 
importance of vaginal cytology in the diagnosis 
and management of carcinoma of the cervix, and 
pointed out that the incidence of positive returns 
from vaginal cytology far exceeded that of mass 
surveys for tuberculosis and syphilis. He pointed 
out that in areas where most physicians had been 
doing routine vaginal smears for some years, the 
incidence of advanced carcinoma of the cervix was 
rapidly declining. He fully supported the use of 
routine cervical smears during pregnancy. He 
mentioned that perhaps we are too conservative in 
our attitude towards hysterectomy for abnormal 
bleeding in the woman past forty years of age. 
After all, at least one in fifty will develop cervical 
carcinoma and one in 100 endometrial carcinoma. 
Dr. Taylor suggested that although he, and most 
others present, believed that radical surgery should 
be used only in the treatment of early stage I 


lesions, it may also be good treatment in cases of 
adenocarcinoma of the cervix and early cervical 
carcinoma associated with pregnancy. 


Conclusions 

I have of necessity presented only the highlights 
of this conference. Few great technical advances 
in the treatment of uterine cancer over the last ten 
years have been made. However, of all the carci- 
nomas, cancer of the cervix is the only one with a 
steadily declining death rate. Improvements have 
come not as a result of technical skills, but as a 
consequence of a growing knowledge of the natural 
history and pathology of the disease. For example, 
the techniques of cytology have been known since 
the 1920’s, but it is only in the last ten years that 
they have been extensively applied to early detec- 
tion of carcinoma of the cervix. With wider appli- 
cation still, the problem of management of ad- 
vanced carcinoma of the cervix could well become 
of historical interest only. 


Better results have come about in another way. 
A few years ago it was the fashion to be dogmatic 
or biased in favor of either irradiation therapy or 
surgical therapy. We now have a clearer definition 
of when one or other modality of treatment is best 
applied and have developed a more rational plan 
of therapy. The formation of cancer treatment 
committees has done much to improve our know- 
ledge in this respect. In most centers, groups 
composed of members of the various disciplines 
involved, meet and discuss the problem of treat- 
ment in each case. This free exchange of ideas of 
all interested parties is of great benefit to the 
patient as the choice of therapy is then governed 
not by individual bias but by the considered opin- 
ions of all members of the cancer committee. These 
groups are also of great value as an instrument of 
education. 

Although the final answers to the problem of 
uterine cancer will no doubt come from studies of 
the biology and biochemistry of the cancer cell, 
we can, by fully utilizing the availability of early 
detection and the exchange of opinion of all inter- 
ested therapists, do much to improve the results 
of treatment. 
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Pathology 


Pathology — 1961 
A Review 
D. W. Penner, M.D. 
F. Paraskevas, M.D.* 


During the year 1961 a number of excellent 
publications have appeared both in the area of 
fundamental research and the documentation of 
comprehensive studies of various disease entities 
both old and new. This year it is proposed to sum- 
marize certain general trends in the investigation 
of disease. These trends are characterized by basic 
investigations at the cellular and molecular levels. 

Subtle abnormalities at the subcellular level, and 
the isolation of abnormal substances of a protein 
or other nature have thrown significant light on 
the pathogenesis of some diseases. Many reports 
have appeared in the medical literature concerning 
chromosomal abnormalities from different diseases. 
Since the discovery in 1956 by Tjio that human 
beings have a diploid number of 46 chromosomes, 
the underlying chromosomal aberrations in some 
syndromes like Klinefelter’s and Turner’s have 
been clarified. In both the above mentioned syn- 
dromes, one of the sex chromosomes is involved in 
the abnormality. Mongolism is the first trisomic 
condition to be recognized in mammals. Up to 
1960 there were about 19 cases, all of which with- 
out exception showed an extra small acrocentric 
chromosome involving the number 21 chromo- 
some!, However abnormalities in other autosomal 
chromosomes have been found and these are desig- 
nated as E syndrome and D syndrome. In the E 
syndrome the number 17 chromosome is found 
three times and in the D syndrome the number 
15 is tripled. The E syndrome is characterized 
by mental retardation, flexion of the fingers, 
inguinal hernias, abnormalities of the genito- 
urinary tract (horseshoe kidney and redupli- 
cation of ureters) ptosis of the eyelid, cleft 
palate and other abnormalities involving different 
organs. In the D syndrome, there is one extra 
chromosome, the number 15, and the infants show 
mental retardation, anophthalmia, cleft palate, 
hemangiomata, etc. Theoretically 22 different prim- 
ary trisomic abnormalities are possible, but appar- 
ently are not compatible with life. However, a 
trisomic condition involving the 22nd chromo- 
some has also been recognized (Sturge-Weber syn- 
drome). No abnormalities so far have been found 
in the A, B and C groups of chromosomes. The 
anatomical and functional defects in abnormalities 
involving the D and E groups, as expressed in the 
corresponding D and E syndromes, are far more 
debilitating than abnormalities of the smaller 


*Resident in Pathology, Winnipeg General Hospital. 


chromosomes of the G groups as seen in mongolism 
(G21). 


D or E syndrome have an estimated birth fre- 
quency of only one in 100,000 versus the frequency 
of mongolism of one in 600. These abnormalities 
are produced through an autosomal non-disjunction 
during oogenesis. In 1914 Boveri’s hypothesis of 
“oncogeny” by chromosomal mutation pointed out 
the significance of chromosomes. This has been 
recently re-evaluated in the light of the new 
techniques for counting chromosomes. The subject 
is admirably dealt with in a recent review of 
Hauschka?. In this article the caryotypes of 104 
human neoplasms are summarized. In all of 
them the counting was done immediately upon 
removal from the patient without recourse to 
colchicine treatment, or tissue culture. Aneuploidy 
and pseudo-diploidy have far exceeded patterns 
that were indistinguishable from the normal tis- 
sue caryotype. An abnormality in cases of chronic 
myelocytic leukemia has been found in dividing 
leukocytes. The need for more intensive studies 
of the cytogenetics of the malignant cells becomes 
more and more evident. In addition a detailed 
study of the cytogenetics in precursor cells may 
prove of value. So far in the studies of benign 
tumors there have been no chromosomal abnor- 
malities found. In one case of Bowen’s disease 
which is considered a precancerous state of the skin 
a strange subtriploid chromosome constitution has 
been found. 


One and perhaps the most striking theory that 
has. been proposed in the past year deals with the 
genetic regulations of protein synthesis by Jacob’. 
In the more classical view, the most widely accep- 
ted theory suggests that the DNA molecule of the 
gene carries the genetic information for protein 
synthesis and through the formation of an RNA 
template the specific structure of a polypeptide 
chain is synthesized. It has become obvious, how- 
ever, as a result of extensive studies in bacteria, 
with bacteriophages by the above mentioned in- 
vestigator that a proposed model of protein synthe- 
sis is or may be more apt to explain the facts. 
According to this model the molecular structure of 
proteins is determined by specific elements which 
are known as the structural genes. These genes 
act by forming a cytoplasmic “transcript” of them- 
selves which is variously known in biochemical 
circles as the “messenger” RNA, which in turn 
supplies the information to ribosomes for protein 
synthesis. However, the synthesis of the messenger 
by the structural gene is initiated only in a 
certain point of the DNA strand which is called an 
operator gene. This gene may control several 
linked structural genes. The operator tends to be 
combined by a specific “repressor” which is syn- 


1 
n 
- 
a 
e 
a 
e 
t 
e 
f 
f 
y 
S 


678 The Manitoba Medical Review 


[December, 196] 


thesized by another gene which is called the regu- 
lator gene. This combination of the repressor agent 
with the operator gene will block the initiation 
of the cytoplasmic transcription of the structural 
gene. It should be clearly understood that several 
points of the proposed model are still speculative 
and must be distinguished from the experimentally 
established conclusions. Most of these studies have 
been carried out on bacteria infected with different 
bacterial phages, but whether this system also 
applies to other nonbacterial systems remains to be 
seen. As it is outlined above it can be seen that 
this genetic regulation of protein synthesis is a 
repressive one. The consequence of the proposed 
system may prove to have implications in such 
fields as embryology or carcinogenesis, and in the 
understanding of the more fundamental problem 
in the regulation of growth. A breakdown in the 
above described, repressive mechanisms may resul¢ 
in the full expression of the vast potentialities in- 
herited in the cell, in their genome, resulting in 
the development of a malignant tumor. 

In relation to the above problems it is extremely 
interesting to note the work of Lamfrom‘ concerning 
the mechanisms of synthesis of hemoglobin. In 
these experiments he used ribosomes (RNA particles 
separated from the microsomes) from one species 
(rabbit) and soluble fraction from another species 
(sheep) and found that the hemoglobin formed in 
vitro by these systems belonged in part to the type 
characteristic of the species used to prepare the 
soluble fraction. This implied that this soluble 
fraction carried a substance “messenger” which 
brings the information from the genetic material 
from which it was synthesized. In the more classi- 
cal view, ribosomes and microsomes generally have 
been considered as a site of protein synthesis. In 
the field of hemoglobins Ingram‘ as a result of his 
extensive studies in the aminoacid sequence of 
normal and abnormal hemoglobins has proposed a 
scheme for the evolution of the hemoglobin genes. 
It is known that the normal human hemoglobins 
all possess a common half molecule. The other half 
of the molecule in each of the three hemoglobins 
consists of a different type of a polypeptide chain. 
The normal adult human hemoglobin A consists of 
2 alpha and 2 beta chains. The normal fetal hemo- 
globin, hemoglobin F, consists of 2 alpha and 2 
gamma polypeptide chains and the minor fraction 
of the normal human adult hemoglobin known as 
hemoglobin A2, consists of 2 alpha and 2 delta 
polypeptide chains. The suggestion is made by 
Ingram “that a single primitive myoglobin like 
protein is the evolutionary forerunner of all four 
‘types of peptide chains in the present day human 
hemoglobin.” It appears that the genes controlling 
the synthesis of the four different chains have come 
into existence by mutations of the original gene 
through the vertebrate evolution. This perhaps in 
the past year stands as an outstanding example 
of the molecular basis of the evolutionary process. 


In connection with this some extraordinary inter- 
esting findings should be mentioned. During the 
investigation of hemoglobins from gorilla and 
chimpanzee, Zuckerkandl* demonstrated that the 
hemoglobin from the above animals was indistin- 
guishable from those of human hemoglobins. 


Another aspect in the investigation of the mole- 
cules is the work that is carried on in the groups 
of gamma globulins. In 1956 it was found that 
human gammaglobulins could be classified in four 
groups according to the ability of the sera to inhibit 
the hemagglutination, produced by rheumatoid 
arthritis factor. Fudenberg and Kunkel, using a 
method of sensitized human RBC and isolated puri- 
fied rheumatoid factors from a large number of 
patients with rheumatoid arthritis, were able to 
distinctly delineate eight human groups of gamma- 
globulin. Since protein synthesis is genetically con- 
trolled these groups are also genetically controlled. 
Important work has already been started along the 
line of elucidation of the structure and properties 
of human gammaglobulins. This is carried out by 
digestion of the proteins with proteolytic enzymes 
(Papain) and examination by different methods 
of the purified split products*. In the past year 
also the use of all the modern methods of protein 
separation such as chromatography, starch gel 
electrophoresis and immunoelectrophoresis, etc., 
has enabled the isolation, purification and study 
of properties of normal and abnormal molecules 
which were implicated in disease processes with 
the result of elucidation of pathogenetic mechan- 
isms. All this work once more stresses the import- 
ance of molecular pathology. 

In the past decade much work in the field of 
immunology has been done. The concept of auto- 
immunity was reviewed several years ago. There 
has been a tremendous renewed interest in immun- 
ity in relation to neoplasms. Yet another concept 
that of the “Clonal collection theory of Immun- 
ology” still stands as a most provocative challenge 
in the field of immunology and pathology. The 
central theme of this theory (Burnet)”® is the recog- 
nition of “self.” 

The theory implies that every being is born with 
a number of different cell populations or “clones.” 
Each one has an inherited ability for a specific 
protein pattern synthesis. Some of these patterns 
will be complementary to the body proteins. Early 
in embryonic life the body proteins coming in con- 
tact with the different “clones” or immunologically 
competent cells will eliminate the ones that pro- 
duce a protein structure complementary to the 
body proteins. These are the “forbidden clones.” 
By mutation and selection and elimination of 
“forbidden clones” the organism is born with the 
ability to produce antibodies (complementary pat- 
terns) to foreign proteins only. 

The “self” is thus normally recognized. Here lies 
a marked difference between the new theory and 
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the old one (instructive theory) of Haurowitz. In 
the clonal theory the antigen does not determine 
the pattern of the antibody which is already gen- 
etically determined in the immunologically compe- 
tent cells. During life the entrance of a foreign pro- 
tein will stimulate for proliferation that particular 
clone which can produce a complementary pattern 
to this protein. The theory can explain immuno- 
logical tolerance (Medawar’®) and has a clinical 
application in the explanation of autoimmune 
diseases. As we have seen, by the time of birth 
the organism can recognize his own protein pat- 
terns. However, if a protein does not come in 
contact with the corresponding clone, the lack of 
recognition may persist during adulthood. This 
can happen either because the protein was re- 
stricted to places where there was no access to the 
immunologically competent cells or the protein 
was not present at embryonic life. Furthermore, 
since mutations are continuously formed, new 
clones may evolve during life, some of them 
directed against normal body constituents, i.e., 
“forbidden clones.” There are a number of dis- 
eases currently known as autoimmune diseases, 
which may have a pathogenetic mechanism as out- 
lined above. To mention only a few — the auto- 


immune hemolytic anemias, Hashimoto’s disease 
of the thyroid, disseminated lupus erythematosus, 
etc. Whatever is the explanation of the appearance 
of the new “forbidden” clone (non-elimination 
during early life, or mutation) it produces a vicious 
circle. 


Auto-antibodies directed against normal body 
constituents will produce tissue damage which will 
release more tissue antigen, and this in turn, stimu- 
lates the corresponding clone for more proliferation. 

According to Burnet, this theory, far from ideal, 
stands for criticism and it may prove useful in the 
explanation of other problems, such as those of 
differentiation and malignant tumors. 
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Anesthesiology 


Fluothane — A Recent Advance 
in Anaesthesia 


J. McCammon, M.D. 
Anaesthesia Department, Winnipeg General Hospital 

Fluothane (Halothane) was synthesized in Britain 
in 1951—one of the products of a planned search by 
chemists and pharmacologists for a volatile anaes- 
thetic agent which would combine potency, non- 
toxicity and non-inflammability. By 1956 it had 
passed the numerous screening tests at the head of 
its class and was released for clinical use at various 
centers throughout the world. 


Up till the end of 1958 many experienced and 
erudite anaesthetists even at some of the largest 
medical centers had not as yet given the drug a trial. 
Like chloroform it was obviously a very potent 
non-explosive halogenated hydrocarbon which was 
prone to cause disconcerting episodes of extreme 
hypotension and had been blamed for not a few 
cardiac arrests. Abajian et al‘ reported three car- 
diac arrests in their first 100 cases. It did not appear 
to be as hepatotoxic as chloroform nor provoke as 
many cardiac irregularities but, given the same 
conditions of administration, would not chloroform 
appear in as good a light today? Another factor, 
though not an over-riding one, was that this new 
drug was extremely expensive—about 20 times as 
costly as chloroform. 


During 1959 the evidence favouring a trial of 
fluothane became so convincing that most centers 
started to use it, at first in selected cases requiring 
a non-explosive technique as in neurosurgery, 
where it had to compete with established methods 
such as Nitrous Oxide-Oxygen-Trilene or Nitrous 
Oxide-Oxygen-Demerol, It rapidly found favor. 
The figures for the Winnipeg General Hospital are 
self-explanatory in this regard: 


Total Anaesthesias 
(including regionals and locals 
but excluding obstetric Total Using Fluothane 
anaesthesias) Number Per Cent 
Jan.-June, 1959 __ san 822 14 
Jan.-June, 1960 2,237 39 
Jan.-June, 1961 133 4,031 78.5 


What follows is an attempt to assess whether 
some of the earlier tentative judgments of the 
anaesthetists referred to above were justified or 
whether, in fact, a truly superior anaesthetic agent 
has been developed; if the latter, the limits, if any, 
of its applicability. 

Fluothane has a pleasant sweetish odour and is 
not irritating to the respiratory mucous membranes 
even in high concentrations. Salivary and bron- 
chial secretions are not stimulated. Breath holding, 
coughing, laryngospasm — built in safeguards 
against overdosage present with ether—are mini- 
mal with fluothane. Hypnosis is rapidly attained 
but analgesia requires deeper planes. This con- 
trasts with ether which provides some analgesia 
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even before consciousness is lost. Muscular relax- 
ation and severe respiratory depression go together 
at deep levels of anaesthesia — in practice muscle 
relaxants and lighter planes provide the three 
essentials of effective general anaesthesia namely 
hypnosis, muscular relaxation and analgesia. Re- 
gardless of how attained, muscular relaxation makes 
assisted or controlled ventilation mandatory. 

Following a two or three hour administration 
reflexes return within 10 to 15 minutes and alert 
consciousness within 30 minutes. Awakening is 
pleasant and more than usually free from nausea 
and vomiting. 

Chemically, Fluothane is a simple two carbon 
compound in which five of the six original light and 
reactive Hydrogen atoms have been replaced by 
heavy Halogen atoms: three fluorine, one bromine 
and one chlorine. These substitutions predictably 
result in a non-explosive, heavier and less volatile 
agent with great potency. It required many clinical 
trials under all circumstances to allay fears that 
the molecule would not break down to some extent 
and thus enter into and interfere with hepatic 
metabolic processes as chloroform had been shown 
to do. Fluothane has now virtually becn cleared of 
suspicions of hepatotoxicity. Its vapour pressure 
is 243 mm. of Mercury (approximately 35% atmos- 
phere) at room temperature. Less than 20 mm. of 
Mercury (3%) vapour pressure is required for 
deep anaesthesia. Any agent this potent would 
have to be handled with precision to avoid dis- 
aster. Hence, an accurately calibrated vaporizer is 
a pre-requisite to its use. Unless vapor concentra- 
tions are kept low, assisted or controlled ventila- 
tion could easily result in inadvertent overdosage 
under two circumstances; 1. the vaporizer is in the 
circle absorber circuit, 2. with high flows in any 
circuit. Much better control is achieved by hav- 
ing the vaporizer outside the circuit, whether 
open or closed, and delivering a measured amount 
of vapour to the circuit each minute. 

The depressing effect of fluothane on respiration 
has already been noted. But by far the most dra- 
matic phenomena are the cardiovascular responses. 
The blood pressure can drop from its normal pre- 
induction level to unrecordable levels within a few 
minutes if too rich a mixture is used. Only the 
warm pink dry skin assures us that complete cir- 
culatory arrest has not occurred. Immediate with- 


drawal of the anaesthetic mixture and ventilation . 


with pure oxygen will result in return of palpable 
pulses in a minute or two and restoration of normal 
pressure within 10 minutes. The causes of this 
hypotension have not as yet been completely eluci- 
dated, but reduction in myocardial contractility 
and ganglionic blockade are no longer considered 
to be important factors except in extreme over- 
dosage; loss of vasomotor tone through central 
depression seems to be the key mechanism. This 
not only results in marked reduction of peripheral 
resistance but also of tone of the venous reservoir 


so that venous return is decreased thus secondarily 
decreasing cardiac output. Hence both of these 
factors contribute to the hypotension. That myo- 
cardial contractility and the mechanisms of peri- 
pheral vasomotion are still intact is shown by the 
fact that during the hypotensive episode due to 
filuothane overdosage a peripherally acting vaso- 
constrictor such as methoxamine will result in a 
rapid return of normal peripheral resistance and 
venous return, cardiac output is restored and sys- 
temic blood pressure is simultaneously returned to 
normal. Obviously restoration of a normal or pro- 
duction of a greatly increased peripheral resistance 
by this method in the face of a myocardium weak- 
ened by hypozia or extreme fluothane over-dosage 
might have disastrous results—hence the desir- 
ability of simply favoring venous return by gravity 
and ventilating with 100% oxygen for a few min- 
utes until the effects of the overdosage of fluothane 
are dissipated. This occurs rapidly because of the 
great solubility of fluothane in fat depots. 
Johnstone? in his excellent review article entitled 
“Halothane: The First Five Years” which contains 
243 references to the recent literature cites the 
numerous pieces of evidence which point to a 
suppression of sympathetic activity by fluothane 
as being the mechanism by which it exerts its car- 
diovascular effects and notes that this is an unique 
property in an anaesthetic agent ... probably the 
basis of the excellent clinical results provided by 
fluothane. These evidences of depression of vaso- 
motor activity (proportional to the dose of fluo- 
thane) are: 
1. Failure of the pulse rate to rise in response to 
hypotension. 
2. Absence of vasoconstriction during profound 
hypotension even with blood loss. 
3. Lack of increase in blood catechol amines 
during deep anaesthesia. 
4. Absence of blood sugar increase during 
anaesthesia. 
. Hypersensitivity to neostigmiae and to insulin. 
. Constricted pupils. 
. Inactive sweat glands. 
. Hypotensive response to carbon dioxide, to 
ether and to nitrous oxide. 


That all the older inhalation agents were “stres- 
sors” and excited the sympathetic nervous system 
into increased activity has been well documented. 
This served a useful purpose in counteracting, 
for example, the myocardial depressant effects of 
ether. But, prolonged, it caused a profound de- 
rangement of the internal environment. To quote 
Johnstone? in this regard: Adrenalin in excessive 
amounts has been described as an exquisitely 
oxygen wasting, efficiency impairing, ultimately 
anoxiating and necrotizing agent. Vasoconstriction 
is regarded by some as one of the basic factors in 
the etiology of shock which, if sufficiently intense 
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may lead to gangrene of peripheral tissues and 
cessation of renal and hepatic functions. Fluothane, 
by its depressing effect on the vasomotor center 
has eliminated the shock syndrome from operative 
surgery and has facilitated the rapid restoration of 
blood volume in shocked patients and may well be 
useful in helping to restore the cardiovascular and 
renal functions in shocked subjects.” 

The complete and ready reversibility of all its 
effects is a very desirable characteristic of any 
anaesthetic. Fluothane has this property in a large 
degree and this combined with great potency, 
controllability and absence of metabolic upset 


after even prolonged anaesthesia has given it the 
favoured position it occupies today. 

Should not the occasional anaesthetist be making 
more use of fluothane? A partial answer to this 
question might be taken from the following an- 
alogy: considerations of speed, safety and comfort 
might well dictate the choice of jet craft By today’s 
air passenger. But if his pilot has not had special 
jet training he might do better to choose to travel 
via slower propeller craft. 
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— 


New Enzymes as Aids in Diagnosis 
D. E. Bednard, M.D. 


Clinical Enzymology is concerned with character- 
izing, detecting and measuring enzymes in tissues 
and in body fluids for diagnostic and prognostic 
purposes, as well as for the evaluation of the evolu- 
tion of the disease process. 

For diagnostic purposes, enzymes are measured 
in sera and in body fluids. An increase of enzyme 
concentration in serum or other body fluid is con- 
sidered to be of diagnostic significance. Decreased 
levels are rarely of diagnostic significance. 

The essential features of an enzyme and its 
determination so that it may be of aid in diagnosis 
are several. The enzyme, ideally, should be known 
to be predominantly present in specific organs so 
that release into body fluids would follow damage 
to the organ, and an increased activity could be 
correlated with the site of the pathologic process; 
the method of measurement should not be cumber- 
some, and should be readily adaptable for routine 
laboratory use; the substrate used in the determin- 
ation should be commercially available or easily 
prepared. 

The following review will concern itself with 
the evaluation of enzymes, other than those in 
standard use, in the diagnosis of certain disorders. 
Omitted, therefore, are SGOT, SGPT, Alkaline and 
Acid phosphatases, Lactic Acid Dehydrogenase. 

The enzymes to be discussed are as follows: 

1. Esterases—5—Nucleotidase 

2. Glycolytic Enzymes—Phosphoglucomutase 

—Phosphohexose Isomerase 

—Aldolase 
. Dipeptidases—Leucine Amino Peptidase 
. Tripeptidases—Aminotripeptidase 
. Urea Cycle Enzymes—Ornithene Carbamyl 

Transferase 
6. Dehydrogenases—6—Phosphogluconic 

Dehydrogenase 

—Isocitric Dehydrogenase 


co 


7. Other—Glutathione Reductase 
—Phosphofructaldolase 
—Pyruvate Kinase 


Phosphohexose Isomerase 


This enzyme catalyzes the reaction. Glucose—6— 
Phosphate —> Fructose—6—Phosphate. 


The method is a spectrophotometric one. Nor- 
mal activity in serum is 21 units/ml., with an 
upper limit of 40 units/ml. Standard deviation—0.7 
units/ml. 

Phosphoglucomutase 

This enzyme catalyzes the reaction. Glucose—l1— 
Phosphate —> Glucose—6—Phosphate. 

The normal activity in serum is 46 units/ml., 
with a range of 19 - 84 units, and a standard devia- 
tion of 17 units. 

The ratio of Phosphohexose Isomerase to Phos- 
phoglucomutase has been determined in liver and 
in bone. The ratio in liver is 0.47 + 0.18 as it is in 
serum. The ratio in bone is 3.8 + 0.88. 

These two enzymes will be considered together, 
in order that some interesting work done by Bodan- 
sky may be discussed. 

The finding that there is a characteristic ratio 
of these two enzymes, in liver and in bone, which 
is different for each tissue led to a study of the 
enzyme ratios in serum, when liver and bone 
metastases occurred in malignant disease. When 
there is sufficient tissue destruction due to meta- 
stases to release enough of the enzymes into the 
blood to alter the serum levels and ratios, a method 
for estimating and following the amount of liver 
or bony metastases might be developed. Large 
bone metastases caused an elevation of enzyme 
activities in serum and an increased ratio of en- 
zymes, whereas large liver metastases increased 
the enzyme activities in serum, but did not alter 
the ratio. 

The drawbacks to this measurement are: 

(1) Active metastases in brain, lung, smooth 
muscle, skin can contribute these enzymes to the 
serum in ratios characteristic of bone and liver. 
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(2) There may be a more rapid removal of one 
of the enzymes from the serum, altering the ratio. 

Phosphohexose Isomerase activity has also been 
studied by Bodansky in six patients with metastatic 
carcinoma of the prostate. 

Sequential serum phosphohexose isomerase activi- 
ties wer@determined at frequent intervals over 60 
to 390 days in these patients, who were receiving 
palliative treatment until their death. There was 
found to be a good correlation between the increase 
in serum phosphohexose isomerase activity and the 
growth of metastatic tumor, indicating that this 
determination may be used as an index of growth 
or regression of metastases of carcinoma of the 
prostate. It was thought that serum isomer- 
ase activities increased when tissue destruction 
occurred at the site of metastatic growth. Alkaline 
phosphatase activities, however, increased when 
metastases in liver caused biliary obstruction, or 
when bony metastases caused an osteoblastic re- 
action. Acid phosphatase activities increased, but, 
depending on whether or not the mechanisms gov- 
erning alkaline phosphatase levels were affected, 
there might be no change in the level of this en- 
zyme. It has been suggested by Bodansky that 
determinations of all three enzymes together with 
liver function tests may give an idea of the sites 
of metastases. 

There is also a correlation between serum iso- 
merase activity and tumor growth in some cases of 
metastatic carcinoma of the breast. 

High levels of isomerase are found in acute 
myelogenous leukemia. A mean value of 67.9 
units/ml. was found in chronic myelogenous leu- 
kemia. It is thought that there may be a correlation 
between the level of isomerase and the progression 
of these diseases. 

Isomerase activities increased in Progressive 
Muscular Dystrophy, but not consistently, as are 
serum aldolase, LAD and transaminases. 

Aldolase 

This enzyme catalyzes the reaction. Fructose 1— 
6—Diphosphate —> Dihydroxyacetone Phosphate 
and Glyceraldehyde—3—Phosphate. 

The normal activity in serum is 7.14 units/ml. of 
serum, with values over 10.5 units/ml. considered 
to be abnormal. Two methods of measurement 
are available, a colorimetric method, and a spec- 
trophotometric method. Aldolase levels are not 
affected by age, sex, nutritional status, length of 
illness or pregnancy. 

Myocardial Infarction 

The determination of SGOT has been established 
as a valuable diagnostic aid in cases of myocardial 
infarction, as there is a marked elevation of the 
enzyme seen 6-12 hours after onset of clinical 
symptoms, with a maximum level being reached in 
24-48 hours. The level of the enzyme returns to 
normal in 4-7 days. This determination is of value 
especially when there is uncertainty about the 
diagnosis and the EKG changes are masked by a 


new infarct occurring superimposed on the old 
one. Fluctuations in the SGOT levels will aid in 
determining the nature of the process which is 
occurring. Serum aldolase has been found to follow 
a pattern similar to that seen with SGOT, with peak 
levels of 29-112 units/ml. being reached 24 - 48 
hours after the onset of symptoms of infarction. 


Aldolase has been found to be significantly 
increased before there is an elevation in fibrinogen 
or C- Reactive protein. The level of serum aldolase 
returns to normal in 4-5 days. There is however, 
no increase in the serum aldolase level in coronary 
insufficiency, when there is no necrosis of large 
amounts of myocardium. It has been shown experi- 
mentally that there is a semi-quantitative relation- 
ship between serum aldolase and the amount of 
necrosis occurring in heart muscle. Serum aldolase, 
thus appears to serve the same function in the 
diagnosis of myocardial infarction as does SGOT. 

From the standpoint of prognosis, it was found 
that patients with a moderate elevation of aldolase 
fared better than those who had very high levels 
of aldolase at the time of their infarct. 


Diseases of Muscle 

Serum aldolase is elevated in Duchenne-type 
muscular dystrophy. Early in the disease, serum 
aldolase is very high, falling steadily with the 
progression of the disease so that terminally the 
activity is not elevated above the upper limit of 
normal. Muscle is very rich in aldolase, and this 
rise is thought to be due to the steady liberation of 
large amounts of aldolase early in the disease. 
When there is little muscle left, there is a minimal 
liberation of aldolase into the blood. 

The elevation of serum aldolase in other types 
of muscular dystrophy as the Fascioscapulohumeral 
type and Dystrophia myotonica is less striking than 
in the Duchenne type, but mean values may exceed 
normal, Determinations in these other types were 
made with older subjects, as compared with the 
subjects with Duchenne muscular dystrophy. 

Serum aldolase levels in Duchenne muscular 
dystrophy were more significantly elevated in boys 
than in girls. 

Assay of serum aldolase is of considerable diag- 
nostic value in the diagnosis of muscle weakness 
of insidious onset and obscure origin in young chil- 
dren, especially in boys. A greatly increased level 
of serum aldolase in absence of other serious dis- 
ease in such patients indicates a serious prognosis. 

In considering other forms of muscular dystrophy 
and in mild forms, serum enzyme activities are not 
of significance, but normal findings do not exclude 
the possibility of disease. 

Serum aldolase in other muscle and neural 
lesions show the following results: 

1. A definite increase is seen in lower motor 

neurone disease. 

2. Moderate elevations are observed in: 

(a) Convalescent polio (occasionally) 
(b) Tay-Sach’s disease 
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3. Upper limit of normal in amyotrophic lateral 
sclerosis. 
4. Normal values in: 
(a) Amyotonia congenita 
(b) Schilder’s disease 
(c) Friedrich’s ataxia 
(d) Disseminated Sclerosis 
(e) Encephalomyelacia 
Viral Hepatitis 
Serum aldolase levels increase in viral hepatitis, 
especially early in the course of the disease with 
values 3-10 times normal occurring. It is not known 
if the aldolase levels rise before other biochemical 
tests become abnormal, and before the urine be- 
comes dark. The values return to normal, or are 
slightly elevated after clinical improvement occurs. 
It has been suggested that the determination of 
aldolase levels may help in deciding whether or 
not surgery should be performed when jaundice 
due to hepatitis must be distinguished from ob- 
structive jaundice. 


Aldolase activity is elevated in 20-25% of patients 
with malignancy, but the activity is not related to 
the extent of the lesions. Consistently high levels 
of aldolase are seen in advanced carcinoma of the 
prostate, with a return to normal activities with 
hormonal therapy. Aldolase levels are greatly in- 
creased in lymphatic and myelogenous leukemia. 
The degree of malignancy as measured by the 
amount of malignant tissue, the extent of meta- 
stases, or the general condition of the patient does 
not correlate well with aldolase levels. Those with 
high levels had extensive disease, but some patients 
with terminal carcinomatosis had normal levels. 
Very high levels were seen in one case, in which 
the patient had a large necrotic hepatoma. 

The presence of malignant tissue itself, does not 
necessarily result in an increased serum aldolase. 
If there is a zone of necrosis, there might be an 
increased aldolase activity. 

Serum aldolase has been studied in many 
other disorders. The average level is the same 
as in normals in the following disorders: peptic 
ulcer, cholecystitis, thrombophlebitis, gastroenter- 
itis, meningitis, urinary tract infections, major 
operations, non-malignant intestinal obstruction, 
Pre-eclampsia, severe rheumatoid arthritis, hyper- 
tension, C.H.F., bacterial endocarditis, Buerger’s 
disease, periarteritis nodosa, lupus erythematosus, 
agranulocytosis, leukopenia, anemia. 

Slight increases were noted in 3 of 13 cases of 
ulcerative colitis and in extensive pneumonia. 

Increases were noted in: extensive peripheral 
gangrene, pulmonary infarction, acute hemor- 
rhagic pancreatitis, uremia with severe azotemia. 

In infants with erythroblastosis fetalis, very high 
values were found in all but one patient. Increased 
activities were also seen in a small percentage of 
patients with diabetes mellitus, with the abnormal 


levels not related to the severity of the disease, 
to the degree of control, or to the presence of 
complications. 

A very small number of patients with the 
following disorders showed a significant increase: 
Addison’s disease, Cushing’s disease, Hypopituitar- 
ism, Hyperparathyroidism, Hyperthyroidism. Four 
of five patients with definite myxedema showed 
increased aldolase activities. 

All patients with acute alcoholism and D.T.’s 
showed elevation of aldolase in the serum. 


Phosphofructaldolase 

This enzyme catalyzes the reaction Fructose—1— 
Phosphate —> Phosphodioxyacetone + Glyceralde- 
hyde. It is found in liver, kidney, but not in 
muscle. It is absent from normal serum. The 
method of measurement is a spectrophotometric 
one. The increasing activity of this enzyme closely 
parallels the evolution of viral hepatitis, the en- 
zyme disappearing from the serum when recovery 
takes place. Elevations of levels of this enzyme 
seem to be specific for viral hepatitis, but small 
amounts have occasionally been detected in the 
sera of patients with cirrhosis of the liver. 

The enzyme is consistently absent from the sera 
of patients with obstructive jaundice, liver meta- 
stases, cholecystitis. It is also consistently absent 
from the sera of patients with myocardial infarction 
and the sera of patients with muscular dystrophy. 


Pyruvate Kinase 

This enzyme catalyzes the reaction Phosphoenol- 
pyruvate + ADP —> Pyruvate + ATP. Normal 
activity is 62.3 units/ml., with a range of 32.8— 
103.3 units/ml. 

In acute viral hepatitis, 60% of cases showed a 
decrease in the activity of this enzyme in serum. 
However, specimens of liver showed the enzyme 
content to be normal. 

Pyruvate kinase activities in sera of 53 patients 
with advance malignancies of all types were 
studied, including acute leukemia, chronic leu- 
kemia, carcinoma of the gastrointestinal tract, of 
breast, thyroid and ovary. There was no signifi- 
cant difference between the enzyme levels in the 
sera of these patients, and in the sera of normal 
individuals. 

Isocitric Dehydrogenase 

This enzyme catalyzes the reaction—Isocitrate + 
T.P.N. —> alpha-Ketoglutrate + CO2 + TPNH + 
H+. The unit is the Wolfson unit, equal to the 
amount of substrate in millimicromols used per 
ml of serum per hour at 25°C. This enzyme is 
present in Erythrocytes and in Serum. In normal 
serum values are: 

Females 109 + 56 units/ml, Range of 47-264 

units/ml 

Males 110 + 224 units/ml, 

Isocitric dehydrogenase appears to be helpful 
in the diagnosis of acute viral hepatitis and in 
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differentiating intrahepatic from extrahepatic ob- 
struction. The activities of the enzyme in acute 
hepatitis reach levels as high as 1,480 units/ml. 
The enzyme activities return to normal about the 
third week after the onset of jaundice, provided 
recovery occurs. Enzyme levels will remain ele- 
vated for months if the disease process becomes 
chronic. 

Normal levels of isocitric dehydrogenase are seen 
in extrahepatic obstruction, most cases of cirrhosis 
and in metastatic liver malignancy. The level of 
the enzyme in serum is increased in Infectious 
Mononucleosis. No increase in the enzyme activity 
has been noted in patients with carcinoma. 

Isocitric dehydrogenase has been studied in 
patients with myocardial infarction, but no eleva- 
tion in activity has been detected, although the 
enzyme is present in many organs, including heart. 
Experimentally, there is a fleeting elevation of the 
enzyme level, which, if occurring in patients with 
infarction, would most likely have disappeared 
before blood samples for determinations had been 
taken. 

Isocitric dehydrogenase is found in C.S.F. The 
values here are 6.2 + 2.3 units/ml. with a range of 
1.7-11.9 units/ml. The values are not influenced 
by variations of activity in serum. 

A series of 20 patients, whose ages ranged from 
4-68 years, were studied. There was an equal 
number of each sex. Six of them had primary brain 
tumors, 14 had metastatic cerebral tumors. The 
range of ICD activity was found to be increased 
in patients with brain tumors, also in patients with 
cerebral thrombosis or hemorrhage, and in patients 
with Herpes Zoster. These conditions could not be 
differentiated by measurement of ICD only. If, 
however, cerebrovascular disease can be excluded 
clinically, then high levels of ICD in the CSF 
strongly indicate tumor. A point in differentiating 
the two by ICD levels also, is that the enzyme 
activity fluctuates with the clinical evolution of 
cerebrovascular disease, but the ICD activity does 
not fluctuate in this way when the elevation is 
associated with tumor. False negative values were 
found in three patients with tumor. 

There is a great increase in ICD activity in the 
spinal fluid of patients with purulent meningitis. 
6-Phosphogluconic Dehydrogenase 

This enzyme catalyzes the reaction 6-Phospho- 
gluconate + TPN —> Ribose—5—Phosphate + CO2 
+TPNH2 + H+. 

One unit is measured by the millimicromols of 
reduced TPN appearing in 1 ml. of serum incubated 
with substrate for 1 hour at 25° C. 

Normal activity is 80-188 units/ml. with an 
average of 137 + 36 units/ml. in males; and 40 - 238 
units/ml. with an average of 137 + 60 units/ml. 
in females. 

The activity in serum of this enzyme is seldom 
abnormal in the absence of liver disease. Increased 


levels are seen in acute viral hepatitis, and occa- 
sionally in metastatic malignancy of the liver. The 
altered serum level of this enzyme in acute hepa- 
titis is not as marked as the alteration of ICD in the 
same disease. 

The levels of this enzyme are normal in meta- 
static carcinoma of breast and prostate. 
Glutathione Reductase 

This enzyme catalyzes the reaction TPNH + 
CSSG + H+ —> TPN + 2GSH. It is present in 
serum, erythrocytes, plasma and tissue homo- 
genates. 

The unit of this enzyme is identical with that for 
the Transaminases. Normal values are 40 + 15 
units/ml, in serum, with a range of 40-70 units/ml. 

The activity of this enzyme is elevated up to 700 
units in sera of patients with viral hepatitis, toxic 
hepatitis caused by salicylates, and hepatic coma. 
It is also increased in the sera of patients with 
generalized cancer. There is no increase in the 
enzyme activities in the lymphomas. 

In CSF the normal value does not exceed 11 
units/ml. No significant alteration in CSF levels 
in disease has been observed, except in one case 
of meningococcal meningitis and in one case of TB 
meningitis. 

Glutathione reductase activity has been studied 
in pericardial, pleural and peritoneal serous effu- 
sions. The conditions included acute idiopathic 
pericarditis, pneumonitis, Hodgkin’s disease, Lym- 
phosarcoma, metastatic carcinoma of the breast, 
colon, uterus and Laennec’s cirrhosis. Those serous 
effusions with appreciable GR activity were found 
to have malignant cellular constituents. 

GR activity has also been studied in 70 patients 
with polycythemia vera, 2 patients with secondary 
polycythemia, 5 patients with myelofibrosis. GR 
activity was increased in 2 cases in the leukemic 
phase of polycythemia vera. In secondary poly- 
cythemia, the GR activities were normal, as they 
were in uncomplicated polycythemia vera. It is 
suggested that serial determinations of GR activity 
in patients with polycythemia vera, in absence 
of concomitant disease of heart, liver, pancreas, 
muscle, or carcinomatosis are valuable in early 
diagnosis of the transition to the leukemic or spent 
phase of polycythemia vera. This however requires 
further investigation. 

Leucine Aminopeptidase 

This is a proteolytic enzyme, hydrolyzing 1- 
leucylpeptides. It is present in gastric juice, bile, 
duodenal secretions, pleural and peritoneal effu- 
sions, CSF, urine, serum. 

Normal values are— Males: 75-230 units/ml. 
with a mean activity of 142 + 29 units/ml. Females: 
80 - 210 units/ml., with an average value of 130 + 
27 units. 

The activity of this enzyme is increased in preg- 
nancy, the post-partum period, and also in patients 
with generalized carcinoma who have undergone 
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surgery. It is elevated in 46% of patients with 
untreated carcinoma. 

It has been stated in the past that leucine amino- 
peptidase is useful in the diagnosis of extrahepatic 
biliary obstruction, especially if the obstruction is 
due to carcinoma of the head of the pancreas. 

Recent studies have shown that there is an 
increase in serum leucine aminopeptidase activity 
in the following conditions: 

1. Choledocholithiasis, with jaundice. 

2. A few jaundiced patients with cholelithiasis. 

3. Acute viral hepatitis, but values are markedly 
elevated only in 5% of such patients. 

4. Drug-induced jaundice. 

5. Advanced cirrhosis of the liver. 

6. In about half of patients with mild to moderate 
cirrhosis (no jaundice, ascites, edema, hema- 
temesis). 

7. About one-third of patients with intrahepatic 
metastases from primaries in sites other than 
the biliary tract, or pancreas. 

8. In a very few patients studied with Dis- 
seminated Lupus Erythematosus, with liver 
involvement and in patients with granuloma- 
tous diseases of the liver. 

9. About one-third of anicteric patients with 
chronic pancreatitis. 

Normal values were seen in three patients with 

acute hemorrhagic necrotizing pancreatitis. 

It is thought, therefore, that an increased LAP 
indicates disease of the liver, biliary tract, pan- 
creas, aS opposed to disease in other sites. 

The value of this enzyme in the diagnosis of 
carcinoma of the pancreas is disputed, as there is 
one opinion stating that Leucine Amino Peptidase 
is not helpful in this situation, and another that the 
diagnosis is strongly indicated if the level of the 
enzyme is markedly elevated, and remains so one 
week or more, on several determinations of the 
enzyme levels. However, markedly elevated levels 
are also observed in icteric patients with carcinoma 
of the extrahepatic biliary tract. 

In acute viral hepatitis, cirrhosis, cholelithiasis, 
the elevation of leucine amino peptidase is rarely 
marked. 

The value of LAP may be greatly increased in 
icteric patients with liver metastases and in jaun- 
dice due to chlorpromazine. Greatly increased 
levels may indicate intrahepatic metastases, or 
choledocholithiasis in the absence of jaundice. 

In carcinoma of the pancreas if the common duct 
is not obstructed and if there are no liver meta- 
stases the levels of LAP are normal. LAP would 
not appear to be of value in diagnosis of carcinoma 
of the head of the pancreas, as such. LAP activities 
are below 200 units/ml. in serum in lymphomas 
and leukemia, but urine levels are markedly ele- 
vated in these conditions. 

Ornithene Carbamyl Transferase 

This enzyme catalyzes the reaction Carbamy! 

Phosphate + Ornithene —> citrulline + phosphate. 


Serum activity of this enzyme is increased signifi- 
cantly in liver disease, being 200 times normal in 
liver disease, 33 times normal in metastatic carci- 
noma of liver, 3 - 5 times normal in cirrhosis of the 
liver. 

Normal values are seen in acute cholecystitis and 
cholelithiasis, Slight increases in activity are seen 
in certain cases of carcinoma without metastasis, 
in myocardial infarction, as well as in duodenal 
ulcer and nephritis. Definite increase in the activity 
of this enzyme suggests that liver disease is 
present, but doesn’t differentiate among the disease 
entities. 

5 - Nucleotidase 

This enzyme hydrolyzes nucleotides with a phos- 
phate radical attached to the five position of the 
pentose. Example: adenosine—5—phosphate. The 
unit of activity of this enzyme is the same as the 
Bodansky unit for serum alkaline phosphatase. 
Normal values range from 0.3 to 3.2 units/100 ml. 
of serum and are not influenced by age, sex or race. 

The determination of 5-nucleotidase has shown 
that the values are elevated in 62% of patients with 
biliary obstruction. The values seen in hepatocel- 
lular diseases are moderately elevated in 26% of 
patients. Only one patient in eighty-eight studied, 
showed significant elevation of 5-nucleotidase level. 
Values were below 10 units in 90% of patients with 
hepatocellular disease, and did not rise above 
18 units in this group. Values greater than 18 
units/ml. were seen in 62% of patients with ob- 
structive disease. 

The determination of 5-nucleotidase has the 
following advantages over the determination of 
alkaline phosphatase. 

(1) Metastatic infiltration of the liver may be 
differentiated from metastatic infiltration of bone, 
as alkaline phosphatase is elevated in both con- 
ditions, but 5-nucleotidase is elevated in liver 
infiltration only. 

(2) There is thought to be less overlap between 
elevated levels in hepatocellular and obstructive 
disease with 5-nucleotidase than with alkaline 
phosphatase. However, levels of the two enzymes 
parallel one another closely. 

In severe hepatic injury, there is a low or 
decreasing level of 5-nucleotidase activity in the 
presence of increasing jaundice. In hepatic coma, 
serum levels are normal. Increased levels have 
been seen in granulomas or neoplasm of the liver, 
but the values have not exceeded 30 units/ml. 


Summary 

A review has been made of enzymes which are 
being evaluated as possible aids in the diagnosis of 
various disorders. 

Phosphohexose Isomerase/Phosphoglucomutase 
ratios may be of aid in determining extent of liver 
vs. bone metastases in malignancy. 

Serial phosphohexose Isomerase activity deter- 
minations may give an indication of growth or 
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regression of metastatic carcinoma of the breast or 
prostate. 

5-nucleotidase determinations may be helpful in 
differentiating liver metastases from bone meta- 
stases, in this way being superior to alkaline phos- 
phatase determinations in metastatic malignancy. 

Enzymes which appear to be of value in the 
diagnosis of viral hepatitis and in differentiat- 
ing hepatocellular from obstructive jaundice are 
Aldolase, Phosphofructaldolase and Isocitric De- 
hydrogenase. 

Enzymes which do not appear promising in this 
respect are Glutathione Reducatase, 6-Phospho- 
gluconic Dehydrogenase, Pyruvate Kinase. An 
elevation of Ornithene Carbamyl Transferase sug- 
gests the presence of liver disease but does not 
differentiate between the various disease entities. 

Serum aldolase determinations appear to serve 
the same function in diagnosis of myocardial in- 
farction as S.G.O.T. determinations. 


Serum aldolase determinations are of value in 
diagnosis of obscure muscle weakness in young 
children, especially in boys. High levels of the 
enzyme strongly indicate Duchenne type muscular 
dystrophy. 


for 
RAPID 
and PROLONGED 
CONTROL of 


Increased G.R. activities appear to be of value in 
distinguishing serous effusions of malignant origin 
from those of non-malignant origin. 

Increased LAP activities in serum indicate dis- 
ease of the liver, pancreas, biliary tract, but are 
not of value in establishing a diagnosis of carcinoma 
of the pancreas. 
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Address to Manitoba Medical Association 
Dr. G. W. Halpenny 


President of The Canadian Medical 


We Must Build Bridges 


Life from the earliest days to the present day, 
seems to progress as men build bridges. The 
first primitive man who felled a log across a chasm, 
to bring into his experience what lay on the other 
side—and the latest Russian pioneer whose space- 
ship circumnavigated our planet—were both bridge 
builders. Progress is a matter of bridge building. 

Perhaps, because I have lived most of my life 
upon the island of Montreal I have become espe- 
cially conscious of this vital means of communica- 
tion. However the strongest and most enduring 
bridges through the ages, have not been the 
architectural triumphs of one country or another, 
but the intangible bridges such as Religion, Art, 
Science, and among these I may surely include 
Medicine. 

The bridge, over which Canadian medicine has 
flowed for some two centuries to serve our people, 
has been a very solid structure, of which we may 
be justly proud. But even as the bridges of less 
than a century ago, then magnificent engineering 
feats, are no longer adequate to carry today’s over- 
whelming traffic, so our medical bridge has been 
jong outgrown by the ever expanding dimension 
of public needs and the rapidly increasing volume 
of medical traffic. 

So we must build new bridges that will ade- 
quately carry to every Canadian, the magnificent 
accomplishments of modern medicine. 


To the Public 

The frequently adverse criticisms for which the 
Medical profession has been a public target in 
Tecent years, should make us realize the low ebb 
of understanding between us. The bridge, by which 
we have reached the public in the past, has shown 
some structural defects. The fact that we can offer 
a relative safety from disease, undreamed of even 
a generation ago seems only to widen the gulf 
between us. 

This bridge must be rebuilt, a wide and solid 
Span resting upon the indestructible foundations of 
true understanding and confidence between doctors 
and the public. 

I believe, that some of the fault may lie in the 
almost traditional habit of the profession to main- 
tain a discreet silence, keeping much of what we 
know about our patients from the patients them- 
Selves. This partly involves a moral obligation 
Since the physician has been taught that the patient 
Should in no way suffer as a result of unnecessary 
disclosures. 


Presented at the Annual Meeting of the Manitoba 
Medical Association, October 11, 1961. 
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Association 


However, all clinical information we assemble 
regarding a patient, concerns him alone and very 
personally. If he asks intelligent, straightforward 
questions, why should he not be given equally in- 
telligent, straightforward answers. There is no 
dignity in evasion, and no confidence inspired 
by half-truths. In this medical shortcoming, may 
justly lie much public resentment. 

Another fault is the reticence of our profession 
to give information to the public. With today’s 
extensive medical knowledge, the public have the 
right to learn from authentic sources all that it can 
about health and disease. 

I believe it is the prerogative and the duty of 
the medical profession, to give authentic medical 
information to the public. However, such informa- 
tion should be approved by a recognized medical 
association, should not be the opinion of an indi- 
vidual physician, and, as clearly stated in our “Code 
of Ethics,” should represent what is the generally 
accepted opinion of the medical profession. 

We have too long been guilty of not informing 
the public clearly and forcefully, just what we 
believe is the best form of medical care for Can- 
adians. We have left the public at the mercy of a 
deluge of unethical advertisements over the T.V. 
and Radio. All too frequently erroneous and some- 
times frightening articles on medical subjects, are 
widely circulated in popular magazines. Nor have 
we taken the time or the trouble to denounce the 
articles determined to convince the public that 
doctors as a profession are mainly intrested in 
furthering their own interests. 

I am sure that the public would eagerly welcome 
the fund of helpful and reliable information that 
we could so easily place at their disposal. 

In the best interests of future medical care, we 
need the co-operation and understanding of the 
public. 


To Future Doctors 

I am sure that every physician in Canada is 
aware that if the population expansion continues 
at the present rate of growth, we will face a short- 
age of doctors in the future. 

The first pre-requisite for adequate medical 
service in a country, is a sufficient number of well- 
trained doctors. For the past fifty years, Canada 
has been fortunate in this respect. It has been 
estimated that the current physician-population 
ratio in Canada is 1: 880. This is the best ratio we 
have ever attained and it compares very favour- 
ably with that of other countries. But we can only 
boast of this excellent ratio, because in the last ten 
years, the number of doctors has been increased 
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by foreign graduates who have immigrated to 
Canada. 

The present supply of doctors appears to be a 
sufficient number for our population, under the 
existing system of medical care. However, the 
expanding health services of the future, plus our 
growing population, will create demands for an 
increased number of doctors which may be impos- 
sible to fill. 

This future shortage could be more acute, if 
the present flow of immigrant doctors should de- 
crease. It is of interest that the figures for 1961 
for instance, indicated a downward trend in net 
immigration. 

It would thus appear that an immediate increase 
in medical school enrolment is necessary, in order 
to assure a sufficient number of doctors for the 
future. Our expanding need for doctors will re- 
quire changes in the facilities and teaching staffs 
of existing medical schools, to accommodate more 
students than we are at present equipped to train. 
Also, the establishment of new medical schools 
at Canadian universities which do not presently 
possess any, should be given very serious consider- 
ation. 

Unfortunately, there has been a downward trend 
in the enrolment in medical schools in the last few 
years. The Canadian Medical Association, aware 
of this problem for some time, has been quietly 
building a bridge over which to reach the high 
school students of today. 

Over 100,000 copies of the booklet entitled 
‘Doctors of Tomorrow” in both French and English, 
have been distributed to all secondary schools in 
Canada. There are another 100,000 copies available 
for distribution. 

Every provincial Division should make organ- 
ized efforts to address groups of students in High 
Schools or in their early College years. We must 
openly compete with the other professions for the 
interest of the student in a medical career. 

Every doctor who possibly can should reach 
across this bridge to youth, with his message of 
personal inspiration. Only he can speak with con- 
viction, of the challenge of medicine and the rich 
personal rewards, to those who follow this most 
demanding but most satisfying of all professions. 
To General Practitioners and Specialists 

As the limitless wealth of today’s medical 
achievements in scientific and technical knowledge 
has created more fields for specialization, the gap 
between the general practitioner and the specialist 
has widened. The need to span this gap is very 
’ urgent. We must make a solid and secure bridge 
of our common interests across which new under- 
standing, respect and confidence will pass. 

In these days of increased specialization, it is 
essential to place greater emphasis on the care and 
treatment of the patient as an individual. In the 
future, patients will be more dependent on the 


general practitioner who of necessity will become 
a “Specialist in Family Practice,” for he will be 
called upon to fulfill a variety of needs. In the last 
analysis, the quality of any type of medical service 
depends upon the general practitioner. A harmoni- 
ous relationship is necessary between him and his 
specialist colleague, for each holds an equally im- 
portant place that cannot, be filled by the other. 


There is no need for rivalry between the special- 
ist and the family doctor. The patient’s welfare 
should be the first thought, in the mind of every 
true physician. Both the specialist and the general 
practitioner belong to the greatest profession in the 
world and the ever-increasing demands that are 
being made upon this profession, have created 
more than enough work for us all. 


To the Hospitals 

Many of today’s medical problems are perhaps 
insoluble within our present hospital structure. 

With the introduction across Canada of the 
various hospital insurance plans it is evident that 
our lack of adequate facilities for convalescent and 
chronic care, has caused a serious shortage of hos- 
pital beds for the acutely ill. It has been necessary 
to retain large numbers of patients, after they no 
longer required the services of specialized person- 
nel and the costly equipment of a hospital. 

In the long history of the hospital, it has tra- 
ditionally been medicine’s much needed and often 
life-saving bridge to the acutely ill. Now this 
bridge has become so jammed with the growing 
traffic of diverse human needs, that adequate ser- 
vice to the acutely ill is being seriously affected. 
Our Canadian system of hospital care in theory and 
in practice is excellent. However its future success 
depends upon changes being made in the present 
structure, otherwise the result could be an ever- 
growing deficiency of medical care. 

Unfortunately, the dramatic achievements of 
curative medicine still catch the eye and interest 
of the public and politicians to such an extent that 
other necessary aspects of medical care have long 
been overlooked. 

There is an immediate necessity to provide ade- 
quate facilities for those who require chronic and 
convalescent care. Because their needs are not 
dramatic, does in no way lessen their urgency. 
They should share an equal claim upon our atten- 
tion with the acutely ill. 

If we can persuade governments of the necessity 
of making adequate appropriations for this very 
grave need, I am sure the national expenditures 
for curative medicine would be greatly reduced. 
To the Canadian Medical Association Journal 

One bridge of communication among us, that has 
grown into an important structure over the 50 
years of its existence is the Canadian Medical 
Association Journal. 

This bridge began as a rather uneasy structure 
in 1911 and though perilously close to collapse 
during World War I, it managed to survive. 
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The fact that it gradually improved and expanded 
in the years following the war, was due to the 
unsparing efforts of a few devoted doctors who had 
faith in the ultimate importance of its destiny. 

The many doctors who have since worked stead- 
ily to increase its span and breadth, have created 
one of Canadian Medicine’s proudest structures. 

The accomplishment of producing a successful 
weekly publication of the Journal was an editorial 
triumph. Its weekly arrival bridges the thousands 
of miles which separate us in this broad country, 
preventing isolation from each other in thought 
and experience and it becomes a very vital means 
of strengthening those necessary ties of unity 
among us. 

Many of us were distressed this year by the 
criticism voiced in General Council that a weekly 
issue required too much reading. I am sure no one 
will disagree that the necessity of reporting ad- 
vances in medicine is imperative. A weekly Journal 
permits earlier publication of this scientific material 
and doctors can be kept up-to-date on items of 
professional news and on the activities of our 
Association. However, the traffic on this bridge ot 
ours should flow both ways—we must not be con- 
tent to remain only on the receiving side. Since 
it is our Journal, we each owe to it our measure 
of contribution. I am sure that everywhere in 
Canada, there is clinical material that should find 
its way to our pages. I know we would all profit by 
a more liberal flow of leters to the Editor. 

May I suggest that we all give serious thought 
to Dr. H. E. MacDermot’s concluding remarks in 
his comprehensive article on the history of our 
Journal, (and I quote): 

“The Journal has gradually made for itself, the 
place in Canadian Medicine for which the early 
Editors strove so earnestly. If this is to be main- 
tained, there must be continued effort and steady 
support.” (end of quote). 

To Government 

As the practising physician is concerned primarily 
with the care and treatment of his patients, he is 
only vaguely aware of the government forces at 
work, forces that will ultimately affect, favourably 
or unfavourably, the whole future of his profession. 
Added to his busy practice, he must keep up-to- 
date with medical changes, this is an exhausting, 


full time job, requiring maximum effort and con- 
centration. To find time for either interest or 
participation in politics, which will affect his own 
profession, is quite impossible. By thus rationaliz- 
ing, he justifies his lack of interest in medical 
politics. 

Then there are those physicians, and they are 
many, who having had the occasional light skirmish 
with political issues, have resigned themselves to 
the inevitable. The social tide, “‘c’est formidable,” 
it cannot be checked. If the people want state 
medicine—then the people will get state medicine. 
This is another way of rationalizing his apathy and 
inactivity. 

The appointment of a Royal Commission on 
Health Services, at the request of the C.M.A. should 
be very real evidence to every Canadian doctor, 
that we now have a means of making known to 
Government and to the people of Canada, the 
beliefs and conclusions we have drawn from our 
experience. We hope that these sincere convictions 
will succeed in their purpose and that through this 
Royal Commission new and desirable methods of 
health care will be established. 

However, the collection and presentation of these 
beliefs must be a united effort, shared by the whole 
profession and can only be accomplished by a 
strong and determined effort on the part of every 
Provincial Division of the C.M.A. This is not a call 
to arms, it is an appeal to every doctor to find time 
to think of our whole medical future, as it can 
affect the public and as it can affect our profession. 

The importance of strengthening our bridge to 
Government is constantly increasing, for this span 
is an indispensable part of the structure upon 
which the traffic of medicine must pass to a nation. 
Conclusion 

I have mentioned but a few of the many bridges 
which are necessary to carry the traffic of modern 
medicine. Our immediate task is to start building 
new bridges and to strengthen and expand many 
of the old ones which we have long outgrown. The 
ranks of our builders include the young — with 
their vision and enthusiasm, and the more mature 
—with their wisdom and experience. But only if 
we are all firmly united can we create the solid 
structures which are needed to bring within the 
reach of every Canadian, the wealth of our medical 
heritage. 
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New Year's Resolutions 
A Socratic Dialogue 


Socrates: I see you are biting your nails again. Is it 


another case of editorial jitters? 


Editorial Chorus: We are preoccupied, Socrates. 


Soc.: 


Ed. Ch.: 


Ed. Ch.: 


Soce.: 


Ed. Ch..: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Preoccupation is your occupational disease. 
Your look, however, is not that of pre- 
occupation. It is a blank stare. 


Merely a reflection of a blank mind failing 
to rise to the challenge of a blank page, 
Socrates. The Muse deserts us. 


The Muse is for poets, not medical editors. 
Creativity is not your domain. Yours is 
not to do and die, yours is but to reason 
why. Your task is to comment upon some 
timely topic. 


A formidable task indeed. What is topical 
this month, Socrates? 


The New Year, of course. What could be 
more timely than an editorial on New 
Year’s resolutions? 


Timely as they may be, New Year’s resol- 
utions are out of place on this page. Their 
fragility and perishability disqualify them 
from editorial immortality. 


How pompous you sound. Editorials have 
no claim on immortality, they are the 
essence of evanescence, and shall not out- 
last your resolutions. 


How right you are, Socrates. Shall we, 
then, make some pious resolutions? Shall 
we resolve to be prudent and good, to 
renounce the gossipy garrulousness of the 
doctors’ smoker, the gluttony of the clini- 
cal luncheon, the orgiastic drunkenness of 
the internes’ Christmas party? 


Momentous resolutions they are, but some- 
what lacking in social significance. Should 
you not think in terms of professional 
involvement? 


So we should. Shall we settle then, for a 
simple resolution to be good doctors? 


Excellent, but hardly simple. What will 
be your criteria of goodness? 


The wishes of the public, of course. We 
shall frame our resolutions in accordance 


Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editer 


Soc.: 


Ed. Ch.: 


Ed. Ch..: 


Soc.: 


Ed. Ch..: 


Soc.: 


Ed. Ch.: 


Soc.: 


with public expectations and demands as 
expressed by word of mouth and in media 
of communication. 


You propose, then, to break down your 
rather sweeping resolution into component 
parts each dealing with one rung on the 
ladder of improvement. What is your first 
subresolution? 


To be available at all times, day or night. 
Our patients object to the subterfuges, 
evasions, equivocations and various ruses 
that we often resort to in order to avoid 
a night call. Let us, then, resolve that 
henceforth we shall never refuse a call 
regardless of how trivial, we suspect, the 
occasion may be. 


A praiseworthy resolution, one sure to 
please your caller. But, pray, tell me, do 
you not feel somewhat tired the morn- 
ing after one or more of these nocturnal 
expeditions? 


That we do. There is, indeed, a “hang- 
over” that may last all day. In fact, we 
must confess to a feeling of utter ex- 
haustion that often follows a call in the 
night, particularly if it recurs at frequent 
intervals. 


Does not this ensuing diurnal somnolence 
and lassitude detract from your profes- 
sional efficiency? And if so, is it not sure 
to displease your patients? 


The answer to both your questions is 
obvious. You have, indeed, thoroughly 
defiated our first subresolution. 


Do not be discouraged. What is your 
second? 


To be accessible. Our patients dislike the 
interposition of our secretaries and tele- 
phone answering services. They resent the 
impersonal “don’t call us, we’ll call you” 
that meets their demand to speak to the 
doctor. Let us resolve, then, to do away 
with the intermediacy of our protective 
armor and answer directly and without 
delay our caller, be he a patient, his rela- 
tive, friend, or casual acquaintance. 


A commendable resolution. Accessibility 
is a truly democratic virtue. Is it not true, 
however, that your patients also claim un- 
divided attention and will be annoyed by 
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Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 


Ed. Ch.: 


Soc.: 
Ed. Ch.: 


what they would rightly consider unjusti- 
fiable distractions? 


Another resolution gone by the board. We 
are afraid, Socrates, that our next one— 
the resolve to be accommodating — will 
meet with a similar fate. 


Please expatiate. 


We resolve to be accommodating, by re- 
laxing the rigidity of our appointment 
schedules. Patients abhor delays. If they 
wish to see us today, let us not soothe them 
with the promise of sweet tomorrows. The 
patient’s convenience must come first. 


How true. But what will be the effect ot 
this “come as you please” system on 
the thoroughness of your interviews and 
examinations? And how will your regular 
appointees react to prolonged waiting? 


We half expected defeat with this one, 
Socrates, ere we started. Perhaps the next 
resolution will be less assailable. 


Pray, let me hear it. 


We resolve to be more public spirited, to 
participate in all worthwhile communal 
activities, to take a more active part in 
the cultural, social and political life of our 
communities. The public demands this. 
Let us, then, emerge from professional 
isolation and take a plunge into the main- 
stream of public life. 


A noble sentiment, eloquently expressed. 
But can the plunge be made without dis- 
carding some valuable vestments? 


You speak in riddles, Socrates. 


Can you pursue the res publica without 
sacrificing valuable time needed for the 
study of the advances in Medical Science: 
In courting public life, will you not 
estrange yourself from Medicine? 


Socrates, you have succeeded in demolish- 
ing this resolution as well. Dare we come 
forth with yet another? 


Please do. 


We resolve to have more sympathy with 
our patients. No longer shall we view 
them with cold impassive detachment of 
outsiders. We shall instead attempt to 
identify ourselves with their pain and their 
anguish. This is their wish, and we shall 
try to comply with it. Surely, you will 
find no flaw with this resolve, Socrates. 


Soc.: 
Ed. Ch. 


Ed. Ch.: 


Per contra. Of all your resolutions this 
one appears to be the most vulnerable to 
critical destruction. Surely you have had 
experiences with illness in your families? 


That we did! 


And did you not identify yourselves com- 
pletely with the sufferings of those dear 
to your heart? 


Completely. 


Did not this all enveloping sympathy 
interfere with your medical judgment? 


It paralyzed it. It drained us dry of all 
sensible thought. In fact, we had to call 
in someone else, someone less involved. 


Exactly. 


You have frustrated us again, Socrates. 
One by one you removed the under- 
pinnings from our noble resolution to be 
better doctors. What have you up your 
sleeve? 


My robe is sleeveless. I have no quarrel 
with your basic resolution. All I question 
is your premise, your criteria for profes- 
sional betterment. 


We do not follow you, Socrates. 


You based your criteria on the foundation 
of public demand, a shaky foundation at 
best. 


Are there better ones? 


There may be. Would you say that he is 
a good statesman who pleases his public? 


Ed. Ch. Not always. A good statesman is often he 


Ed. Ch.: 
Soc.: 
Ed. Ch.: 


Soc.: 
Ed. Ch.: 


Soc.: 


who leads the public through the right 
paths, even though the latter may be 
thorny and difficult. 


May this not also be true for the physician? 
Is not a good doctor he who leads his 
patient through the right paths in accord- 
ance with the teachings of his science and 
the lessons of his experience? 

How true, Socrates. 

Would you then rephrase your resolution? 
Yes. We resolve to be good doctors, with 
the good of our patients paramount in our 
minds. 

I see the page is no longer blank. 

Thanks to you Socrates. A happy New 
Year to you. 


The same to you and all your readers. 
Ed. 
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Letters to The Editor 
Deloraine, Man., have my car washed. M.M.S. should have adequate 
May 15, 1961. premium for comprehensive coverage and no pro- 
Dear Editor: rating and nd limits. U.H.I.C.L. should provide 


1. I am sending you this letter which I hope you 
will put in the Manitoba Medical Review as at the 
March 26, 1961 executive meeting of the Manitoba 
Medical Association I made the following remarks 
and as yet no one has challenged or shown the 
wisdom of present policy of retrenchment. As I 
have the material and the opportunity to expand 
each thought in a series of articles for a lay maga- 
zine I felt that the other members of the Manitoba 
Medical Association should have an opportunity to 
see the talk and express their feelings. Following 
is the talk given. 

2. “I must take up some of your time as for a long 
time I have felt I should not belong to this execu- 
tive or even to the C.M.A. and M.M.A. as some of 
the policies instituted and expressed over radio and 
T.V. and in press are different to my feelings and 
those of many other doctors. 

3. I feel that because of the changing medical-social- 
economic situation a comprehensive compulsory 
prepaid medical and dental plan is definitely com- 
ing and we must prepare a program ahead while 
we still have good public relations and prestige. 
Certainly all unions and all political parties have 
prepaid comprehensive medical care on their pro- 
grams and our organization by not giving them a 
prepaid comprehensive program is having privil- 
eges and action restricted and cut in small but 
definite bites. 

4. There is no need for governments, unions and 
other organizations to investigate systems in other 
countries (Austria, England, etc.) whose systems 
are not suitable for Canada and which we don’t 
want and we surely will have one of these systems 
unless we agree and present a system rather than 
play a sort of delaying rear guard action. Perhaps 
a thorough study of setups here in Manitoba would 
be a good start. Brenda Municipality has had pre- 
paid medical care for over 20 years and now has 
an M.M.S. contract for each resident prepaid by 
taxation. 

5. As long as doctors have a free choice of patients 
and patients a free choice of doctors and there is 
fee for service with provision for periodic and 
automatic changes to reflect changes in economic 
conditions that is basically all that is needed. The 
protest that the program will cost too much seems 
to be no deterrent—the people are only interested 
in getting the program. 

6. Now a few words about M.M.S.— the doctors’ 
answer to a government controlled prepaid medical 
scheme. It must take care of 95% of the situations. 
There is no place for traditional fee for ability to 
pay—this is the same as “charge what the traffic 
will bear.” I get provoked if I am charged more to 


extra coverage to add to and fill in such as private 
rooms, ambulances, special nurses, loss of work 
and take in demands of groups and organizations 
not covered by M.M.S. M.M.S. is not doing this and 
in spite of many protests many rules remain that 
follow patterns set up by insurance companies that 
irritate doctors even more than patients and cer- 
tainly cause more poor public relations than income 
derived. Unrealistic fees and regulations in small 
print encourage subterfuge. To mention a few: 

(a) Regular exams should be allowed if patient 
desires this. 

(b) Allergy injections reduced to $3.50 per month 
after the first month. 

(c) In rural hospitals without internes the same 
procedure requires much more time and effort. 

(d) Dental anaesthetics not paid for. 

(e) Vaccinations not paid for adults before 
travel. 

(f) Optometrist services not allowed when oculist 
not available. 

(g) Urinalysis included in office calls. 

(h) Suicide care not paid for. 

(i) Ete. 
7. The doctors are to blame for much of present 
day thinking. We have people believing that medi- 
cine is strictly a science and tests are the answer 
to diagnosis. This is shown in the present trend 
to super specialization here while in Europe after 
a long time of super specialization there is a strong 
move to re-establish the G.P. and yet few people 
and even doctors remember the G.P. as we know 
him here. 
8. An intern in the hospital is allowed to do many 
procedures and he learns to do them well especially 
on staff patients and this is accepted. However, 
the day he gets his licence he is immediately re- 
stricted by hospital regulations to do this even if 
he accepts these staff patients as private patients. 
To me this is double standard thinking. It is fine 
for hospital officials and doctors to hide behind 
hospital accreditation regulations to justify this 
action but should New York or Montreal situations 
dictate what we do and what is right? A doctor 
need not be a specialist to acquire the skill and 
knowledge to do any procedure. I have seen 
specialists practicing without the skill and judg- 
ment that comes from maturity and others with 
carelessness and abandon that comes from bore- 
dom. Actually in every case the final treatment 
depends on the integrity and honesty as well as 
skill and knowledge of the doctor, be he G.P. or 
Specialist. 
9. The mind that can learn the score of many 
operas, etc. can become skilled in many of the arts 
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and procedures required in medicine and surgery. 
10. We need more well trained G.P.’s with unre- 
stricted hospital privileges and more well trained 
specialists—E.N.T. specialists improving their tech- 
niques of Stapes mobilization, and not fighting 
about T. and A’s, abdominal surgeons reducing their 
morbidity in bowel work rather than fighting about 
appendectomies, G.P’s who will ask specialists for 
help and specialists who will teach G.P’s. the finer 
points of diagnosis and treatment. Here we are 
still gravitating to super specialization and this 
together with our present thinking in regard to 
prepaid, compulsory comprehensive medical care 
will surely lead us to state medicine as in Austria 
or England. 
11. With these changes in practice I feel we should 
advocate the selection of good students but reduc- 
ing the number of premedical years in order to 
increase the enrolment to medical college. In 
teaching we should advocate a University Hospital 
with General Practice Teaching Units in each 
hospital. 
12. In conclusion if you agree, heed my words. If 
you disagree, show me the wisdom of the present 
policy of retrenchment.” 
Yours sincerely, 
W. Malyska, M.D. 

Dear Editor: 

The following paragraphs are intended as a 
partial answer to the letter of Dr. Wm. Malyska 
of Deloraine, which appears in the Review this 
month. The answer can only be a partial one 
because the letter is a very diffuse one, covering 
almost every aspect of medical practice. 

With regard to Paragraph 1, it is very much to 
be hoped that Dr. Malyska will not approach the 
lay press as he mentioned. We have all seen the 
immense damage done to the.profession by the 
writings of certain doctors in various magazines. 
I suppose the profession can stand it because the 
public will always have to rely on it no matter how 
bad it is made out to be. There is no censorship in 
the profession and no restriction of the right of the 
individual to express himself as he sees fit; but 
there is a code of ethics, and members of a volun- 
tary organization such as the Manitoba Medical 
Association are expected to be willing to accept 
full responsibility for their words or behaviour. 
The really unpleasant thing about certain publica- 
tions regarding the profession is that the good 
doctors are harmed without the slightest difference 
being made in the behaviour of those very few who 
cause the criticism, and often the patient or the 
potential patient is the only one who is hurt by 
having his confidence undermined when he needs 
it the most. 

In Paragraph 2, Dr. Malyska suggests that per- 
haps he ought not to be a member of the association 
or its executive. I am sure the association is big 
enough to include people with many and varied 


ideas, but I do have to express some surprise that 
a member of the executive should not have been 
more aware of what the association has been trying 
to accomplish in the past several years. 


With regard to Paragraph 3, there will be a 
large measure of agreement with the statement 
that a compulsory prepaid plan for all is coming 
Although there are also many who believe very 
firmly that there is nothing inevitable about the 
imposition of a compulsory system for all when it 
can be very well demonstrated that such is not 
necessary for all. It is, however, a fact that our 
own Manitoba Medical Association and the Mani- 
toba Medical Service offer, on a voluntary basis, a 
very good alternative. It is also true that each 
year the service is made more comprehensive 
and is extended to more and more people. It is a 
fact that the profession certainly in Manitoba, is 
already well along the way with “preparing a 
program ahead while we still have good public 
relations and prestige.” 

I see nothing to argue with in Paragraph 4. If 
other muncipalities were to follow the example of 
Brenda, I think the profession would be largely in 
favor, perhaps unanimously in favor. It is true 
that there is an element of compulsion here in that 
one must pay his taxes even though it hurts more 
and more all the time. However, the basic freedom 
exists, in that there is a choice for all, both the 
patient and the doctor; and the control of the plan 
is still in the hands of the medical profession along 
with lay advisors of its own choosing. 

In Paragraph 5, Dr. Malyska states that the 
protest that the program will cost too much seems 
to be no deterrent. So far this is an accurate state- 
ment: it is just possible that the publicity attendant 
upon the recent difficulty in financing the hospital 
services plan, may focus attention on costs, but 
again I admit freely that neither the politicians nor 
the majority of the public are likely to be deterred 
on this account. Perhaps a more real danger is that 
under a national health scheme there would be too 
little spent rather than too much. This seems to 
have been the case in Britain where evidently the 
competition for public funds left none for capital 
expenditure on new hospitals. No doubt there will 
be many uses for the tax dollar and this will limit 
the amount to be appropriated for health services. 

With regards to Paragraph 7 I am sure Dr. 
Malyska has a very definite point here. I cannot 
think he has expressed it too well, but I am certain 
there is no question that many patients believe 
that the provision of medical care has become more 
and more impersonal as the trend toward special- 
ization has increased. Whether or not they are 
right in this belief and whether or not we agree 
with them, I am sure this is the feeling of many 
of our patients. For the very reason that medical 
care is of such a personal nature, it is tremendously 
important for us to correct this impression in the 


The Manitoba Medical Review [December, 196] 


controlled 


appetite and 


produced a 


pleasant increase 
in energy 


and drive.’”’ 


Price, N. J.: The Problem 

of Weight Control in Pregnancy, 

from a report accompanying a 

Scientific Exhibit, A. M. A., June 1960, 

Miami Beach, Florida. 


ESKATROL* SPANSULE* 


brand of sustained release capsules 
for reliable control of weight gain during pregnancy 


Each ‘Eskatrol Spansule’ capsule contains 15 mg. of Dexedrine* 
(dextro amphetamine sulfate, SK&F) and 7.5 mg. of prochlorperazinet, 
SK&F, as the dimaleate. For complete information on dosage, 

side effects and cautions, see available comprehensive literature. 


tProchlorperazine alone is presented in Canada by Poulenc 
Limited under the registered trade mark STEMETIL. 


Smith Kline & French « Montreal 9 


* Reg. Can. T. M. Off. 1283 


mit 
ind 
exc 
not 
I 
pre 


December, 1961] 


The Manitoba Medical Review 703 


minds of our patients. It is, of course, purely an 
individual matter. 


With regard to Paragraph 8, I have no comment 
except that it is almost universally agreed that a 
proper program of hospital accreditation is one 
of the best safeguards the patient can have that 
his medical and surgical care in hospital will be 
properly carried out. 


After hearing some of the discussions at the 
recent business meeting of the association, I am 
not so sure I disagree as much with this paragraph 
10 as I did before. There did seem to be a good 
deal of arguing over the finances and a good thing 
it is that it was a closed meeting. However, the 
scientific aspects of medicine are given very good 
coverage too in our journals and meetings and by 
the individual practitioner. 


I think everybody will agree with the first thought 
expressed in Paragraph 11: the difficulty is to find 
them, But I do think Dr. Malyska is being a little 
naive or impractical if he really thinks that a Uni- 
ersity Hospital will allow the general practitioner 
unrestricted hospital privileges and general practice 
teaching units. So far as I know, it isn’t done that 
way anywhere else. There are many places where 
teaching hospitals are entirely closed hospitals and 
it is to be hoped that this situation will not occur 
here. 


In regard to the final paragraph, I can only say 
that if the policies of the Association and the 
Manitoba Medical Service, which have increased 
its enrolment from 0 in the early 1940’s to its 
present figure, is a policy of retrenchment, then I 


Laying aside our glasses 
in appreciation ..... 


Co Wish You and Yours 
A Merry Christmas and 
A Gappy New Year... 


405 Graham Ave., Winnipeg 1 


need a new dictionary, because the meaning of that 
word is so very different from what is happening. 
R. H. McFarlane, M.D., 
* Liaison Editor. 
Dear Editor: 

This is in partial answer to Dr. Malyska’s letter 
regarding his criticism of coverage offered by 
M.MLS. 

I would like to say first that no one in the world 
knows exactly how medical care insurance should 
operate. The very fact that throughout the world 
there are so many varied plans proves that no one 
plan satisfies all aspects of this problem. Implied 
in this is the fact that plans have to be tried and 
by a policy of evaluation will eventually develop 
characteristics which will completely satisfy the 
desires and needs of the vast majority of people in 
this respect. This is true of M.M.S. At its last 
meeting the M.M.S. Board agreed to cancel all 
waiting periods except those for pregnancy. 

At a previous meeting periodic health examin- 
ations for those people who have not been seen 
by a doctor during the year were included. Ali 
exclusions on a moral basis such as suicides, alco- 
holism and so forth were also eliminated. It is 
obvious that one cannot accomplish the perfect 
plan precipitously. 

The present trend of M.M.S. development sug- 
gests that it will have basic insurance principles 
and operate for the good of its subscribers. At the 
same time it is to be hoped that the independence 
of the doctors will also be maintained. 

Yours truly, 
L. R. Rabson, M.D., Chairman, 
Economics Committee. 


Jock Mallon 
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greater safety 


Each cc. (20 drops) contains: 
Methadone 1.2 mg. 
Squill (as an extract)... 30 mg. 


DOSAGE: One drop for each 3 pounds 

of body weight every four hours. Maximum 
dose for children over 5 years of age: 

25 drops every four hours. 

Bottles of 15 cc. with precision dropper. 

CAUTION: For infants under 6 months of age, 

for debilitated older infants and for any child ill 

with pneumonia, “Zephadon Drops” should be 

used in smaller doses and with caution. 
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Book Reviews 


Appraisal of Current Concepts in Anesthesiology. 
John Adriani, editor. Published by C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
Missouri, $7.75. 


Dr. John Adriani, Professor of Surgery (Anaes- 
thesia), Tulane University School of Medicine, New 
Orleans, La., is one of the foremost teachers of 
anaesthesiology on the North American continent. 
In this small, fully-packed volume he has collected 
forty-five short reviews of current thinking on 
anaesthesia topics and has condensed much in- 
formation on many subjects that deal with clinical 
anaesthesia and the basic sciences related to anaes- 
thesia. The subject matter is treated simply but 
always with clinical flavor. Although not detailed 
enough for serious invesigators, this book is an 
excellent quick reference, and contains much valu- 
able information to engage the attention of all 
physicians interested in anaesthesia. The reviewer 
recommends this book to all practicing anaesthe- 
tists and residents in anaesthesia. 

M. Minuck. 


Relief of Symptoms. By Walter Modell, M.D., 
F.A.C.P. Second edition, 1961. The C. V. Mosby 
Co., $11.50. 


In this three hundred and fifty page volume, Dr. 
Modell, primarily a pharmacologist, has combined 
the best of his fact and philosophy. The result is a 
delightful round-up of present day treatment of 
“garden-variety” illnesses. Perhaps one might 
question the necessity of employing the first one- 
fifth of the book in justifying its existence. Yet, 
he does this with such clarity of argument, such 
cleverness of language and such anecdotal enter- 
tainment, that no one can object. 


As he points out, a patient’s sensibilities are as 
primitive as ever and haven’t advanced along with 
modern medicine. We must make every effort to 
discover and relieve the patient’s true complaint, 
not merely his recited symptoms. Though the 
author holds that there is a real dichotomy (em- 
ploying the word in its true, not current usage) 
between relief of symptoms and cure of disease, 
this, of course, cannot be maintained in his section 
on Practice. For this is, in fact, an abbreviated 
system of treatment. 

What has been added to the usual dull tabulation 


of treatment is the author’s personal touch. His 
use of the non-medicinal methods of improving 


appetite, the Abbé de Chaulien’s method of evacu- 
ation, and many others cannot but aid us in treat- 
ing patients as people rather than a collection of 
organs. 


When he becomes a pharmacologist, his writing 
shows scientific knowledge coupled with much 
experience. His twenty-four tables constitute a 
vademecum of current pharmaceutical products. 
But when Dr. Modell believes that modern deriva- 
tives provide no advantage over long proven drugs, 
he says so. 


His chapter on pain is perhaps the most reward- 
ing. Relying in part on H. G, Wolff’s concept of 
the Dol, his discussion of placebo action should be 
read by all who doubt the magic of medicine. 


I would disagree strongly with his use of nitro- 
glycerine for an “on the spot” diagnosis of infarc- 
tion (p. 107). His referral to rebound hyperacidityv 
(p. 119) treats with a disappearing idea. The treat- 
ment of heart failure and arrhythmias can hardly 
be said to be directed to the relief of palpitation. 
Unconsciousness cannot really be called a symptom. 


Nevertheless, the book contains so much that is 
entertaining and helpful, the extent to which it 
strays from the purpose designated in the title is 
soon forgotten. The price clearly indicates that one 
is not purchasing this small volume on a per page 
basis. 

J. H. Martin. 


* 


The Medicine Show. Publisher: Simon and Shuster, 
New York, 250 pages, paper cover, $1.50; hard 
cover, $3.95. 


The Consumers Union publication “medicine 
show” is a book that should be in every family’s 
home. 


This book is an honest, factual account of the 
many common ailments that affect people and 
dispels in a calm common sense manner the irre- 
sponsible, over advertising of the numerous health 
remedies being promoted today. 


The facts are well presented, authentic, easily 
read and understood. 


If everyone were to read this book, millions of 
dollars now being spent on these useless remedies 
could be put to much better use. 

T. Gowron. 
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controls the acute psychotic episode 


SPARINE banishes excitation without impairing 
alertness. It is an effective adjunct in the psy- 
chiatric procedures associated with a variety of 
mental and emotional states—to abolish agi- 
tation, to facilitate patient contact, to manage 
irrational resistant patients, to foster detach- 
ment from overwhelming stress. The prompt 
elicits continuing 7 effects produced by parenteral SPARINE can 
co-operation be maintained by oral administration. 
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Ml Association Page 


Health and Welfare Departments 
Separated 


On October 31st, 1961, Winnipeg papers carried 
the announcement by Premier Duff Roblin that 
two cabinet ministers had been appointed, one, 
John Christianson, to be Minister of Welfare. 

Royal assent was given on March 30th, 1961, to 
bills providing for the division of responsibility 
for Health and Welfare previously held by one 
Minister. 

Provision was made for the following Acts to 
come into force on a day fixed by Proclamation: 
Chapter 20 of the Statutes of Manitoba 1961, An 
Act Respecting the Department of Health; Chapter 
21, Statutes of Manitoba 1961, An Act to Repeal 
the Health and Public Welfare Act and to amend 
certain other Acts; and Chapter 67, Statutes of 
Manitoba 1961, An Act Respecting the Department 
of Welfare. The Manitoba Gazette carried the 
Proclamation and fixed the date as October 28th, 
1961. 

The areas of responsibility are as follows: 

Minister of Health 
(a) The Anatomy Act; 
(b) The Alcoholism Foundation Act; 
(c) The Cancer Treatment and Research 
Foundation Act; 
(d) The Cemeteries Act; 
(e) The Frozen Food Locker Plant Act; 
(f{) The Health Services Act. 
(g) The Hospitals Act; 
(h) The Hospital Services Insurance Act; 
(i) The Licensed Practical Nurses Act; 
(j) The Lunacy Act; 
(k) The Marriage Act; 
(1) The Mental Deficiency Act; 
(m) The Mental Diseases Act; 
(n) The Private Hospitals Act; 
(o) The Public Health Act; 
(p) The Registered Nurses Act; 
(q) The Tuberculosis Control Act; 
(r) The Vital Statistics Act. 
Minister of Welfare 
(a) The Blind Persons’ Allowances Act; 
(b) The Child Welfare Act; 
(c) The Disabled Persons’ Allowances Act; 
(d) The Elderly Persons’ Housing Act; 
(e) The Old Age Assistance Act; 
(f) The Social Allowances Act. 

Each Department may have a Deputy Minister, 
an Assistant Deputy Minister and a Director. 

M. T. M. 


District Medical Society No. 4 


The Fall meeting of the District Medical Society 
was held at Dauphin on Sunday, October 29th, 1961. 

There was a morning clinical session commencing 
at 10 a.m. at the hospital. Many interesting cases 
were presented. 

Those attending were guests of the Dauphin 
group at luncheon, following which a scientific and 
business meeting took place in the Health Unit 
Auditorium. 

The following were among those in attendance: 

Doctors B. E. Symchych (President), M. Potoski, 
T. K. Kolkind, L. J. Stephen, M. K. Brandt, Dau- 
phin; T. Kinash, Gilbert Plains; R. F. Clark, Benito; 
L. V. Jonat, Swan River; P. W. Hopper, Grandview; 
A. H. Bartley, Winnipegosis; J. D. Adamson, M. J. 
D. Newman, K. T. Riese, F. W. DuVal and Mr. R. 
P. H. Sprague, Winnipeg. 

Two scientific papers were given — the first by 
Dr. M. J. D. Newman on “Cervical Discs” and the 
second by Dr. K. T. Riese on “Tumors.” His talk 
was accompanied by excellent colored slides. 

Dr. Symchych presided at the business meeting 
and the following officers were elected for 1961-62: 


President: Dr. P. W. Hopper, Grandview 
Vice-President: Dr. L. V. Jonat, Swan River 
Secretary: Dr. L. J. Stephen, Dauphin 
Representative to M.M.A. Executive: 

Dr. M. K. Brandt, Dauphin 

It was decided that the next meeting of the 
District Society be held at Swan River, Sunday, 
February 11th, 1962, beginning at 1 p.m. 

Dr. Symchych arranged that the Area Tissue 
Committee meeting would be held in conjunction 
with the District meeting and would commence at 
11:00 a.m. 

Dr. M. K. Brandt was named District Representa- 
tive to the G.P.A.M. 

Mr. Sprague mentioned the following items in 
connection with Association affairs: 

1. Area Tissue Committees: It was pointed out 
that a review of Area Tissue Committee activities 
during the course of their initial year of existence 
may be requested. It was pointed out, of the five 
committee members in each Area Tissue Com- 
mittee, two were subject for replacement for the 
1962-63 term of office. 

2. W. C. B. Fee Schedule: The circular letter 
recently mailed from the M.M.A. office has been 
received. There were no particular comments. 

3. The Re-organization of District Boundaries 
was briefly covered and it was pointed out that 
there was no change in District No. 4. 

4. Insurance programs available to M.M.A. mem- 
bers were mentioned with special reference to the 
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Now. ..2 objective tests demonstrate that 

Peritrate produces a substantial and sustained 
increase in coronary biood flow 

in patients with or without angina 


Radioisotopic measurements show: In postcoronary patients, with or with- 
out angina, Peritrate increases myocardial blood flow ‘‘... beginning within 
one hour after ingestion and lasting up to five hours .. ."’ 


Before Peritrate—Tracing shows re- After Peritrate—Significant increase in 
duced coronary blood flow (shaded coronary blood flow of postcoronary 
area) after myocardial infarction.? patient. 


ECG response to standard exercise shows: A 20 me. dose of Peritrate 
‘**... affords protection for four to five hours..." 


Before Peritrate—Exercise ECG shows After Peritrate—Exercise ECG shows 
ST segment depression. normal ST segment. 


| 


are 


phritotey is safe—causes no change in cardiac output,’ no significant 
lood pressure or pulse rate. 


> 
3 


basic therapy in coronary artery disease 


‘. 1. Johnson, P. C., and Sevelius, G.: —with or without angina 


3:1231 (July) 1966. 2 


G., and Johnson, P. 
Use of Radioisotopes to Record 
Myocardial Blood Flow Changes 
Produced by Corona Dilators, 


Scientific Exhibit, A.M. 
Miami, June, Brand of pentaerythritol tetranitrate 
Rus Med. 

19: "1956. 
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new disability program to be underwritten by the 
Great West Life Assurance Co. It was pointed out 
that material in full explanation should be avail- 
able shortly and members interested in this type 
of coverage should review the material carefully. 

5) The Minimum Fee Index for Medical Practice 
was mentioned briefly. The completed fee index 
would be available for distribution to all members 
within the next month. 

6. Significant changes in the M.M.S. contract 
coverage were mentioned. Some of the following 
changes have been implemented on the request of 
the Association. 

a) Choice of contract on a non-group basis 

regardless of age. 

b) Periodic health examinations. 

c) Group enrollment regardless of employer 

contribution. 

d) Elimination of waiting periods and re- 

strictions with the exception of maternity 
coverage. 


7. The Manitoba Medical Review was mentioned 
and an expression of opinion from members was 
requested as to whether they felt this was a good 
media of communication to the membership. It 
was suggested that members give consideration to 
the type of material they would wish to see pub- 
lished in the Review. 

Dr. DuVal, representing the Executive of the 
M.M.A. briefly touched upon communications with- 
in the Association, the Agsociation’s relationship 
with the present Government and the Association’s 
understanding of the present policy of the Govern- 
ment in connection with health care and medical 
services. Dr. DuVal also commented on the 
progress of the Brief now being developed for 
presentation to the Royal Commission on Health 
Services. He asked that any relative material on 
this subject be forwarded to the Association Office 
as quickly as possible. 

Dr. Adamson, representing the M.H.S.P. spoke 
briefly in connection with Plan affairs. 

The meeting adjourned at 5:30 p.m. 

R. P. H.S. 


District Medical Society No. 3 


A meeting of District Medical Society No. 3 was 
held in the Nurses’ Residence, Brandon General 
Hospital, on Wednesday, November 8th, 1961. 


Among those attending were: 
Dr. J. H. Scott, President, Brandon 
Dr. R. F. M. Myers, Secretary-Treasurer, 
Brandon 
Dr. D. M. McPhail, Boissevain 
Dr. E. M. McPhail, Boissevain 
Dr. T. H. Kilby, Hartney 


Dr. W. K. Hames, Kenton 

Dr. J. R. Stratton, Killarney 

Dr. J. Connolly, Melita 

Dr. R. G. Attenborough, Neepawa 
Dr. G. Lambertsen, Neepawa 

Dr. M. Scherz, Oak Lake 

Dr. D. K. Lidster, Rivers 

Dr. N. M. Kester, Wawanesa 


. E. Purdie, Brandon 
. Rose, Brandon 

E. Rowlands, Brandon 
Dr. W. Shahariw, Brandon 
Dr. V. J. H. Sharpe, Brandon 
Dr. E. J. Skafel, Brandon 
Dr. R. H. D. Sykes, Brandon 
Dr. J. W. H. Wong, Brandon 


Dr. C. C. Ferguson, Winnipeg 
Dr. O. A. Schmidt, Winnipeg 
Dr. K. R. Trueman, Winnipeg 
Dr. M. T. Macfarland, Winnipeg 
Dr. M. E. Bristow, Brandon 
Dr. H. P. Camrass, Brandon 
Dr. A. J. Elliott, Brandon 
Dr. H. S. Evans, Brandon 
Dr. J. A. Findlay, Brandon 
Dr. F. Fjeldsted, Brandon 
Dr. J. Hendry, Brandon 
Dr. W. P. Hirsch, Brandon 
Dr. D. O. Joubert, Brandon 
Dr. M. Kozakiewicz, Brandon 
Dr. J. M. Leckie, Brandon 
Dr. J. M. Matheson, Brandon 
Dr. R. O. McDiarmid, Brandon 
Dr. M. McKenzie, Brandon 
Dr. J. Mikolajewski, Brandon 
Dr. S. O’Brien-Moran, Brandon 
Dr. R. H. Parker, Brandon 
Dr. P. F. Payne, Brandon 
Dr. A. H. Povah, Brandon 

‘= 


At the scientific session Dr. Colin C. Ferguson, 
Winnipeg, Head and Professor, Department of 
Surgery, Faculty of Medicine, University of Mani- 
toba, discussed the subject of Hernia in Children 
illustrated by coloured movie film. There was con- 
siderable discussion. 


Dr. Otto A. Schmidt, Winnipeg, Assistant Pro- 
fessor of Obstetrics and Gynaecology, Faculty of 
Medicine, University of Manitoba, spoke on Com- 
mon Office Gynaecological Procedures, followed 
by discussion. 


A coffee break was followed by a _ business 
session. The minutes of meeting held at Clear Lake 
on June 28th were read and approved. 


Dr. Macfarland reported that Dr. V. J. H. Sharpe 
had been elected to the M.M.A. Executive as 
Member-at-large for a four-year term and the 
representatives of District Medical Society No. 3 
selected for 1961-62 were Dr. A. H. Povah, Brandon 
and Dr. D. M. McPhail, Boissevain. 
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PULLED MUSCLE - INFLAMMATION - DISLOCATION 
COLOSTOMY - HERNIOTOMY - LAPAROTOMY 


ELASTOPLAST BANDAGES ELASTOPLAST BANDAGES are used here to ELASTOPLAST PLASTER 
provide the simplest method partially immobilize the wrist in the treatment of provides protection and 
of closing wounds after sur- tenosynovitis. support for this sprained 
gery. Here the edges of an thumb. 

abdominal wound are approxi- 

mated by Elastoplast 

bandages. 


Elastoplast elastic adhesive bandages—porous 
Elastoplast dressings—porous fabric or waterproof 
Elastoplast Airstrip dressings—air-permeable plastic 


Elastoplast plasters—fabric or waterproof 
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Dr. K. R. Trueman, President, Manitoba Medical 
Association, spoke on various phases of the 
Association activities under subject headings of 
Accident and Sickness Insurance, Commission on 
Medical Education, Regulations for hospitals under 
25 beds, Internes and Residents for which M.H.S.P. 
should be financially responsible, Itinerant Sur- 
gery which was referred to C.M.A., recent publicity 
about M.M.S. rates, Medicare Regulations under 
the Social Allowances Act, Medical coverage for 
indigents and para-indigents, Public Relations— 
Television presentations, Royal Commission on 
Health Services. 


In discussion of Medicare Dr. H. S. Evans drew 
attention to apparent abuses in selection of re- 
cipients for cards. He cited the case of a person 
who sought vaccination prior to a trip to the U.K. 
and presented a Medicare card. He considered that 
it would be a physical impossibility for Winnipeg 
hospitals to look after the large numbers of patients 
which might be directed to them. He contended 
that Medicare did not provide good service and 
that all services rendered by medical practitioners 
should be paid for. Dr. E. J. Skafel recalled a 
resolution dealing with the subject which was 
passed at a previous meeting and suggested it be 
reaffirmed. 


A motion by Drs. Evans and Skafel recommended 
that greater care be exercised in selection of cases 
to receive Medicare cards on the basis of need, and 
that payment should be made to the medical prac- 
titioner for all services rendered. 


This matter should be deferred until a report of 
the Commission on Medical Education has been 
received. 


A resolution by Drs. Hirsch and Findlay that 
the Cancer and Treatment Research Foundation 
continue to accept financial responsibility for cyto- 
logical screening tests for all female patients was 
withdrawn when it was pointed out that the fee 
for which the patient or M.M.S. would be respon- 
sible had been reduced from $10.00 to $3.50. 

Dr. J. Hendry drew attention to correspondence 
which he has had with M.M.S. concerning payment 
for pathological services rendered on an out-patient 
basis. 

Involved in the problem is the contract which 
Dr. Hendry has with Brandon General Hospital 
and the fact that some private laboratory facilities 
are available in Brandon. 

A resolution by Drs. L. Rose and D. Joubert was 
approved, that District Medical Society No. 3, 
through the Manitoba Medical Association, request 
that where appropriate laboratory facilities are not 
available, M.M.S. should arrange to pay for labora- 
tory services rendered for out-patients of Brandon 
General Hospital, as is now done for radiology. 

Following the business meeting members ad- 
journed to the Prince Edward Hotel where a 


reception and dinner were held. Later in the 
evening members were entertained at the home of 


Dr. and Mrs. H. S. Evans. 
M. T. M. 


@hituaries 


Dr. Morris Tubber Kobrinsky 


Dr. Morris Tubber Kobrinsky, 47, drowned in 
Lake Winnipeg near Gimli harbor on October 28th 
when his boat overturned during a hunting trip. 
Born in Winnipeg, he attended St. John’s Technical 
High School where he was awarded the Governor- 
General’s gold medal. He graduated from the 
Faculty of Medicine, University of Manitoba, in 
1938 and served for five years overseas with the 
R.C.A.M.C., No. 21 General Hospital, retiring with 
the rank of Major. He gained the Ch.M. degree in 
1948 and was certified in general surgery by the 
Royal College of Physicians and Surgeons of 
Canada. He was a Fellow of the International 
College of Surgeons. With his brothers he helped 
to found the Kobrinsky Clinic. He was on the 
courtesy staff of Grace and St. Boniface Hospitals. 


In high school and medical college he was an 
outstanding athlete. He played with the Winnipeg 
Blue Bombers when they won the Grey Cup in 
1935 and recently he obtained a pilot’s licence. 


Surviving him are his wife, a son, two daughters, 
two brothers, Dr. Louis Kobrinsky of Winnipeg 
and Dr. Taffy Kobrinsky of Vancouver and three 
sisters. 


Dr. Walter Leslie 


Dr. Walter Leslie, F.R.C.P.(C), 59, of Halifax, 
N.S., died suddenly on October 7th, 1961. Though 
he left Winnipeg in 1940 on enlisting in the 
R.A.M.C., he will be remembered by an earlier 
generation as having graduated in 1929 from the 
Faculty of Medicine, University of Manitoba and, 
after postgraduate study in neurology, serving on 
the staff of Deer Lodge Hospital. Thus he was 
one of the pioneers in neurology in Manitoba 
after Dr. A. T. Mathers, Dr. C. A. Baragar and 
Dr. T. A. Pincock. On his discharge from the 
army, he practised neurology in Halifax. At 
the time of his death he was Assistant Professor 
of Medicine (Neurology) in Dalhousie University 
and Chief Consultant in Neurology at Victoria 
General and Camp Hill Hospitals. He was a mem- 
ber of the American Academy of Neurology, the 
Canadian Neurological Society and the New York 
Academy of Sciences. He is survived by his widow, 
two sons, two daughters, his mother, sister and one 
grandchild. 
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E pertaining to these fields. 


Question: 
Small hospitals have, for years, been performing 
Sa service to their communities and have rarely 
}come under criticism on the basis of standards of 
care. The M.M.A. has found it necessary to subject 
these hospitals to regulations that could only be 
carried out in larger accredited hospitals. Is it 
necessary, because of a few hospitals which may 
need help in this respect, to subject all smaller 
hospitals to these standards and all the detailed 
work this entails? 


Answer: 

Since hospitals of 25 beds or less, unlike larger 
hospitals, have no standards as found in the manual 
of accreditation, it is therefore necessary that 
someone must assume the responsibility for draft- 

ing model by-laws. 

» A motion by the executive of the M.M.A. was 
passed in May, 1961, that the Hospital Relations 
Committee should study standards for these hospi- 
tals. A committee, on the recommendation of the 
® Brandon and district group, was formed and con- 
® sists of Dr. D. Irving, Crystal City, Dr. G. McNeill, 
® Carberry, Dr. M. Sirett, Erickson and Dr. R. O. 
© Flett, Winnipeg, to draft these by-laws. 


| It was felt by the committee that medical by- 
S laws should be first formulated and the draft 
© forwarded to those doctors concerned, for criti- 
cisms. The first draft was sent to 63 doctors, with 
= eight replies. 


Questions and Answers Page 


: In order to keep the medical profession informed as fully as possible in all matters relating 
Sto Association business, medical economics and prepaid medical care, this page welcomes questions 


It is understood by your committee that these 
by-laws could not possibly be applied in their 
entirety to all small hospitals, because of their 
location, etc., but are to be used as model standards. 


The committee envisages that physicians in 
smaller hospitals could form active medical staffs 
of three or more doctors in the district and these 
staffs could be responsible for the work performed 
in these hospitals. Individual hospitals are autono- 
mous bodies and have the right to grant privileges 
to any doctor licensed to practice in this province. 


It is fully understood that these by-laws will 
cause certain inconvenience and increased clerical 
work, but it must be remembered that if your 
association fails in this endeavour, others will im- 
mediately step into this breach. 


Your committee, Drs. Irving, McNeill, Sirett, 
Flett and myself, would welcome any advice which 
you may have and if possible, would welcome 
meeting with you to discuss these problems. 


I am sure these medical by-laws will in no way 
change the high standards of medicine that already 
exist in smaller rural hospitals, but rather will act 
as model standards for all hospitals of 25 beds or 
less. Of necessity, the by-laws may have to be 
changed from time to time as circumstances may 
demand. 


H. E. Bowles, 
Chairman, 
Hospital Relations Committee. 
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A.H. ROBINS COMPANY 
OF CANADALTD. 
MONTREAL. P.Q. 
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Rather belatedly, my attention has been drawn 
to the late Dr. Robert D. Campbell, Man. 1893— 
brother of Dr. A. M. Campbell, 1904. Dr. Robert 
Campbell died in Grand Forks, N.D. at the age of 
94 years —in June, 1961 — at that time being our 
oldest graduate. Born in Ontario, Dr. Campbell 
arrived in Winnipeg in 1875 via the steamer Inter- 
national on the Red River. He was a bugle boy 
with the 90th in the 1885 rebellion, and letters 
recording his experiences are valued souvenirs of 
the Campbell Clan. 

Graduating in 1893, Dr. Campbell located in 
Grand Forks, and although only returning to Mani- 
toba for anniversaries of the College, etc. as The 
75th in 1958, he did not forget his Alma Mater, 
bequeathing $5,000.00 to our Faculty of Medicine. 


w 


Dr. and Mrs. Vincent McKenty announce the 
engagement of Judith Margaret to Mr. Ian Forbes 
McIntosh, Winnipeg. The wedding will take place 
December 27th in St. Andrew’s United Church at 
7 p.m. 


The engagement is announced of Dr. Enid Ger- 
trude Goldstine, to Professor Oscar Marantz. The 
wedding will be December 22nd at 12.30 noon in 
Shaarey Zedek Synagogue. 


December 26th, Holy Cross Church, Norwood, 
will be the site of the marriage vows of Sylvia 
Marie Boulic, daughter of Mrs. Boulic and the late 
Hon. Marcel Boulic and Mr. Jay David Downey, 
son of Dr. and Mrs. Joe L. Downey. 


* 


The engagement is announced of Shirley JoAnn 
Blondal, daughter of Mrs. August Blondal and the 
late Dr. August Blondal to Mr. W. J. A. Bishopric 
of Montreal, Que. The wedding will take place 
December 15th at 7 p.m. in First Icelandic Lutheran 
Church, Winnipeg. 


* 
A Happy Santa Claus welcome to our new arrivals: 
David Bruce Griggs, son of Dr. and Mrs. G. 
Griggs, on October 27, 1961. 


Kimberley Dawn Findlay, daughter of Dr. and 
Mrs. R. K. Findlay, Killarney, Man., on October 
26, 1961. 


Social News 


Reported by K. Borthwick-Leslie, M.D. 


Heather Lynn Baragar, baby sister for David, 
Anne and Ian. Proud parents: Dr. and Mrs. Flet- 
cher D. Baragar. Heather arrived November 17, 
1961. 


Donna Joy Book, daughter of Dr. and Mrs. Noel 
Book, on November 26th — sister for Brian and 
Jeffrey. 


* 


Kathryn Elizabeth Thompson, daughter of Dr. 
and Mrs. Blake Thompson arrived December Ist, 
1961. 


Monica Hamish, sister for Peter and Margaret 
and daughter of Dr. and Mrs. G. Hamish, arrived 
November 13th, 1961. 


Dr. and Mrs. W. May are happy to announce the 
arrival of their chosen son, Richard William, a 
brother for Myra. 


* 


Dr. and Mrs. Barklay Cram, at Miller Hospital, 
St. Paul, on December 5, 1961, announce the birth 
of a son. Welcome to the Grandparents Club, “JB.” 


Gleaned from the Press 
MEDICINE HAT — The Don MacCharles Park, 


with unveiling of a mosaic, was opened recently 
in honour of Dr. Donald N. MacCharles, Man. 1918. 


MOOSE JAW — Testimonial dinner by his con- 
fréres, to Dr. Charles F. Bennett, Man. 1928, upon 
his retirement from active practise. 


Dr. (Col.) Kenneth J. Coates, Man. 1937, Virden, 
Man., taking post graduate work at Toronto Uni- 
versity. Dr. George Wakefield, Victoria, B.C., now 
assistant medical director of the Vancouver General 
Hospital. 


* 


Dr. Clifford Smythe has recently opened an office 
at 221 Medical Arts Bldg., where he will practice 
Urology. Welcome to the building Dr. Smythe. 
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Report from Poison Control Centre 


Poison Control Centre Report, September, 1961 


Christmas Season Hazards 


This Christmas will be a memorable one in the 
lives of a regrettably large number of Canadian 
families. In our Poison Centre alone, two or three 
or more children will be treated on each day of the 
holiday. At least as many telephone inquiries will 
be received. 

Aspirin and hydrocarbons, etc., will take their 
usual toll of victims but, in addition, certain 
seasonal toxins may be encountered. Each Christ- 
mas we receive inquiries about the contents of 
bubbling Christmas tree lights. These decorations 
are particularly attractive to young children and a 
few usually manage to ingest their liquid contents. 
The lights may contain ethyl alcohol, methy] chlor- 
ide, methylene chloride or ethyl ether. All these 
substances can cause central nervous system de- 
pression, but since there are only three to four cc’s 
of fluid in each light, the amount ingested is usually 
not dangerous. Some bubbling lights, however, 
contain carbon tetrachloride and the adult fatal 
dose of this is three to five cc’s by ingestion. It is 
wise, therefore, to treat all cases promptly by re- 
moval of gastric contents and gastric lavage. 


Other Poison Centres report incidents where 
artificial “snow” has been ingested. This material 
has little or no toxicity. However, “snow” sprays 
may contain methylene chloride, dichlorodifluoro- 
methane, stearic acid or sodium methacrylate. 
Inhalation from these sprays might cause foreign 
body irritation in the lungs. 

A similar hazard exists with the powdered 
metallic paints which are now on the market. The 
case has been reported* of a two-year old boy who 
died from extensive necrotising pneumonia sixty 
hours after the accidental aspiration and ingestion 
of powdered bronze paint which was being used 
to decorate Christmas cards. 

Lastly, even our old friends the holly and the 
mistletoe berries are not without their dangers. 
Mistletoe berries contain a digitalis-like alkaloid 
and when ingested may cause diarrhoea, vomiting 
and bradycardia. Holly contains a belladonna-like 
compound and may cause diarrhoea, vomiting and 
central nervous system depression. Cases should 
be treated by induction of vomiting, in an attempt 
to remove the berries from the stomach. 

With the rush of preparation for the Christmas 
festivities there is sometimes a tendency on the 
part of parents to relax their usual vigilance over 
their young children. The hazard of accidental 
poisoning then becomes particularly great. Phy- 
sicians are requested to contribute towards the 
prevention of such accidents by the timely warning 
of parents of their young patients. 


*Toxic Hazards, Vol. 1, p. 17, New England Journal of 
Medicine. 


Drugs for 
Internal Use Toxic ee 
Salicy 
's Acid, Phenacetin, 
Caffeine Citrate, Codeine 
Phosphate 

Ex-Lax Phenolphthalein 
Phenergan 

Prescription Phenergan 
Dodd’s Kidney 

Pills Potassium Nitrate, Podophyllum 
Declomycin 

PaediatricDrops Demethyichlortetracycline 
Dilantin Sodium Diphenylhydantoin 
Imferon 
Pills Iron 
Prescription 

Tablets Phenobarb & Methamphetamine 
Drugs for | Use 
Bronchalent Methy! Hydrate 
Dettol Terpineol, P-Chlorosym-M-Xylenol 
Commercial Products 
Liquid Floor 

Cleaner Hydrocarbon 
Liquid Floor Wax Hydrocarbon 
Motor Oil Hydrocarbon 
Solvent Hydrocarbon 
Gasolene Hydrocarbon 
Turpentine Hydrocarbon 
Fuel Oil Hydrocarbon 
Brush-Top Petroleum Distillate, 

Spot Remover Carbon Tetrachloride 

2,4-D 

6-12 Insect 

Repellent Ethylhexanediol 
Black Leaf 40 Nicotine 
Insecticide DDT 
Moucide Strychnine 
Javex Sodium Hypochlorite 
Blueing ? 
Pineoil Pineoil 
Mothballs Naphthalene 


Liquid Detergent 
Mr. Clean 


Miscellaneous 


Calcium Chloride 
Match Heads 


Cigarettes 
Paint and Crayon 


Alkylaryl Sulphonate 
Potassium Pyrophosphate, 
Potassium Toluene Sul; 


Calcium Chloride 

Potassium Chlorate, Powdered 
Glass, Potassium Bichromate 

Nicotine 

? Lead 


Total Patients Seen __. 


Total Phone Calls _ 
Total Patients Seen After Phone Calls 


Total A 


CODE: itted to Hi 
— Sent Home After 


Poison Control Centre Report, October, 1961 


Phenergan with 
Codeine 

Parstelin 

Ex-Lax 

Laxative 


Serpasil 

Sandril with 
Pyronil 

Lanoxin 

Watkins Multivites 

Phenobarbital 

Zephadon Drops 

Nitro Glycerine 
Pills 


Expectorant 
Wilder’s Teething 
Lotion 
Sparine 


Nerve Pills 
Tranquilizer 
Adult prescription 
Trimeprazine 
Plexonal Forte 


Toxic Content 
Salicylate 

Codeine, Salicylate, Phenacetin 
10-(2’-dimenthylamino-1’ propyl)- 

phenothiazine, codeine 

Tranylcypromine & Trifluoperazine 
Phenolphthalein 
Caroid and Bile Salts 
Belladonna and Strychnine 
Reserpine 


Pyronil 

Digoxin 

Vitamins 

Barbiturate 

Methadone Hydrochloride 


Nitro Glycerine 
Benadry! hydrochloride, 
Chloroform, Menthol, Alcohol 


Chloroform 

Promazine hydrochloride, 
Phenothiazine hydrochloride 

Amytal 

Trimeprazine 

Barbiturate 
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WHENEVER COLD SYMPTOMS STRIKE 
RELIE 


“4 23” TA & LETS (““Pyrithen” w. Codeine 1/8 gr.) 


FORMULATED FOR FAST RELIEF 
1 Preferred analgesic-antipyretic-antitussive 


Acetylsalicylic acid . . ....... . . 200mg. 
Codeine phosphate 1/8 gr. 


2 Superior antihistaminic 
Carbinoxamine maleate ......... 3mg. 


3 Essential factor for tissue repair 
In bottles of 12 and 40 tablets. 


WHEN DISCOMFORT IS MORE SEVERE 
e124” TABLETS (“Pyrithen’’ w. Codeine 1/4 gr.) 
Same basic formula but with codeine 1/4 gr. 


ADULT DOSAGE- One tablet three or four times daily. 


CAUTION: Drowsiness is minimal with carbinoxamine 
maleate. Patients subject to this reaction, however, should 
avoid driving a car, operating intricate machinery ordoing 
work that requires fine precision. 


@ Telephone narcotic prescription permitted. 


Charles &.Frosst & Co. Montreal 
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Drugs for External Use Pot Cleaner Pill HS 1 1/H 
Oil of Eucalyptu: of Eucalyptus 1 Caulking Cement ? Lead 1 
Camphorated Oil ‘amphor 1 Putty 1 
Gentian Violet Gontial Violet 1 I/H Unknown Poison ? Javex 1 1/A* 
Unknown Liquid ? Potassium Permanganate 1 VA Miscella 
Menthofax Methy! Salicylate, Menthol 1, neous 
Eucalyptol, Camphor 1 VA Hallowe‘’en Crepe 
Rubbing Alcohol Methyl Alcohol 1 Paper Costume Black 1 1/H 
ne 
Turpentine Hydrocarbon 2 WH WA Paine 1 
Pride Furniture Oil Paint Tube Hydrocarbon 1 /H 
1/H VA Paper Matches Chlorate, Powdered 
as 
Machine Oil Hydrocarbon 1 
Fuel Oil Hydrocarbon 1 1/H Total Patients Seen 79 
Kerosene Hydrocarbon 1 1/H Total Phone Calls 52 
Solvent _ Hydrocarbon 1 V/A Total Patients Seen After Phone Call 18 
Paint Thinner Hydrocarbon 2 2/H Total Admissions 14 
Liquid Ve! Total Deaths 1 
Detergent Sulphonated Hydrocarbon 1 1/H 
we. lean 1 WH CODE: A — Admitted to Hospital 
tergen ‘otassium Toluene na 
Mae 9 Sodium Hypochlorite 2 2 H — Sent Home After Treatment 
Lye Sodium Hydroxide 2 I1/H WA — Patient Died 
Drano Sodium Hydroxide 1 V/A 
Lysol Ortho-Cresol 1 VM Vera Gellman, M.D 
Rat Poison Warfarin 1 V/A 
Mouse Treat Director, Poison Control Centre, 
Pineoil 1 Children’s Hospital, Winnipeg. 


Prepared by Associated Hospitals of Manitoba 


“All our hospitals are inspected by experts sent 
by the Canadian Hospital Association...” This 
statement was made by Benge Atlee, M.D., in an 
article entitled “Why Surgeons Operate,” which 
appeared in a recent issue of Maclean’s. 


It is somewhat disturbing to hear a member of 
the medical profession refer to hospital accredita- 
tion as simply a hospital association function, when 
in actual fact it had its beginning in 1918 with the 
American College of Surgeons’ establishment of 
their program of hospital standardization. Hospital 
accreditation as it is known today was introduced 
in 1952 with the formation of the Joint Commission 
on Accreditation of Hospitals — a body with repre- 
sentation from the American College of Surgeons, 
the American College of Physicians, the American 
Hospital Association, the American Medical Asso- 
ciation and the Canadian Medical Association. The 
Joint Commission surveyed Hospitals in the United 
States and Canada, until the formation of a Can- 
adian body became possible. 

In Canada, since January 1, 1959, hospital sur- 
veys and evaluations have been carried on by the 
Canadian Council on Hospital Accreditation. The 
Council is an independent, voluntary, non-profit 
corporation with five representatives from the 
Canadian Hospital Association, four from the Can- 
adian Medical Association, two from the Royal 
College of Physicians and Surgeons of Canada, and 
one from L’Association des Medecins de Langue 
Francaise de Canada as constituent members. This 
body has the responsibility of accrediting hospitals 
in Canada. 


The function of the Canadian Council on 
Hospital Accreditation is, as stated in its Articles 
of Incorporation: 

“to establish standards for hospital operation and 
to assist hospitals to attain those standards to 
promote a high quality of medical and hospital 
care in all its aspects.” 

These standards are the minimum requirements 
considered necessary to insure that a high quality 
of medical care is given in Canadian hospitals. 

The basic principles underlying the standards 
are presented below, in three sections, according 
to the major functional divisions of a hospital: 

1. Administration: 

Physical Plant — The buildings of the Hospital 
must be constructed and arranged to insure the 
safety of the patient and promote his welfare. 

Governing Body — The governing body has the 
legal and moral responsibility for the conduct of 
the Hospital as an institution. It is responsible 
to the patient, the community and the sponsoring 
organization. Its official representative is the chief 
administrative officer of the Hospital. 

Facilities for the following services are essential: 
Dietary, Medical Records, Pharmacy or Drug 
Room, Clinical Laboratory and Pathology, Radi- 
ology, Medical Library. 

2. Medical Staff 

The medical staff is responsible to the patient 
and to the governing body of the Hospital for the 
quality of all medical care rendered to patients in 
the Hospital and for the professional practices of 
its members. 


LJOSPITALS 
szport on ACCREDITATION 
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Vou are inited to our... 


Annual “Dalentine “Party 


Reception - Dinner - Dance 


Saturday, February the 17th, 1962 


Royal Alexandra Hotel 


6.00 p.m. - - Dress Optional 


Join us. Meet your friends Make your reservations early. 
and enjoy every minute of Further information may be 
a most sociable evening. obtained from the Social Committee. 


Sponsored by: The General Practitioners’ Asociation of Manitoba 
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3. Nursing 

There must be a graduate registered nurse on 
duty at all times and professional nursing care 
must be available for all patients at all times. 

W. I. Taylor, M.D., Executive Director of the 
Canadian Council on Hospital Accreditation made 
the following statement, relating to these prin- 
ciples, at the recent Canadian Hospital Association 
Assembly Meeting in Toronto: 

“Failure to appreciate the aims and objectives of 
the accreditation program and the meaning of 
the basic principles can cause some hospital 
people to think of the methods of procedure of 
the program as being similar to legal regula- 
tions and complain that, the program is ‘just 
another regulatory agency.’ Nothing could be 
farther from the truth. The accreditation pro- 
gram is voluntary in its origin, in its support, in 
the establishment of standards, in its visitation 
of hospitals and in its granting of certificates. 

The certificates have no value except as they 

affirm that a hospital has voluntarily accepted 

responsibility to maintain certain standards of 
patient care in that institution.” 

It would appear that the onus rests on the 
shoulders of all hospital personnel, board members, 
medical staff members and employees to strive 
toward accreditation as concrete evidence of their 
acceptance of the responsibility for patient care. 

On what basis does a hospital qualify for accredi- 
tation? First, a Hospital must have at least 25 beds. 
Second, it must be licensed or otherwise accepted 
as a Hospital by the Provincial authority. Third, 
it must have been in operation for at least twelve 
months. Finally, it must be listed in the Canadian 
Hospital Directory, published by the Canadian 
Hospital Association. 

How are Manitoba Hospitals measuring up to 
the standards? Of the 92 Hospitals in Manitoba 


(excluding the Indian units) 48 or a little over 
50% are eligible for accreditation. One-third of 
this group are accredited, which compares favour- 
ably with the other prairie provinces and British 
Columbia. However, there is no room for com- 
placency over our equality among the four western 
provinces. While all of the acute general hospitals 
over 100 beds in Manitoba are, at present, accredi- 
ted, only one of the eligible hospitals under 100 
beds in the province is accredited. We should be 
striving to have 100% of the eligible hospitals fully 
accredited and thereby, to lead the country. 

At the recent Manitoba Hospital and Nursing 
Conference, the following resolution was passed: 

“WHEREAS Canadian Hospital accreditation 
standards provide a valuable service in the de- 
termination of quality of patient care provided, 
and 

WHEREAS smaller Hospitals in Manitoba, which 

are not now eligible for accreditation, due to size 

or medical staff complement, desire a similar 
guide that will assist them to provide improved 
patient care; 

THEREFORE BE IT RESOLVED that The 

Associated Hospitals of Manitoba convey to the 

Canadian Council on Accreditation our wishes 

in this regard, and further, request that they 

endeavour to develop an approved accreditation 
program in which the smaller hospital will be 
eligible to participate.” 

This clearly points up the desire of the small 
Hospitals to attain a status comparable to accredi- 
tation, where possible. It cannot be done by one 
element of the hospital organization, but all the 
governing board, the employees and the medical 
staff must co-operate in working for this achieve- 
ment. If we fail to maintain and elevate our stan- 
dards of care through voluntary action, we surely 
risk the imposition of less desirable controls by 
governmental legislation and regulation. 


SNELL’S DRUG STORES 


ACADEMY ROAD AT QUEENSTON STREET 


HU 9-1155 HU 9-5989 
PHARMACISTS 
L. F. Munroe C. G. Brigden 
R. A. Duff D. J. Berryhill 


G. H. Edmonds 


GRANT AVENUE AT NIAGARA STREET 
GL 3-6239 (two phones) 


9 A.M. to 10 P.M. Weekdays 
Noon to 10 P.M. Sundays 


Outside above hours please call HU 9-2962 
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| Specify Morning... 


Specify Carnation... 


to protect your recommendation for a full-fat 
formula. Rigid quality controls guarantee 
dependable proven nourishment; double steri- 
lization gives extra safety. Carnation is used 
in more hospital formula rooms than all other 
brands combined. 


the partly skimmed evaporated milk for low- 
fat formulas. Butterfat content is reduced 
to 4%. Economical too — costs up to 25% 
less than other brands of partly skimmed 
evaporated milk. Morning is guaranteed by 
Carnation. 


The finest forms of milk for bottle feeding 
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...motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 
for radiography and fluoroscopy. For example: 
full-size 81” tilting table . . . independent tube- 
stand . . . counterbalanced (not counterpoised) 
fluoroscopic screen or spot-film device . . . fine 
focus x-ray tube . . . fluoroscopic shutter-limit- 
ing device to confine radiation to screen area 


BDMONTON, ALBERTA 
10543 123rd St. ¢ HUnter 8-9278 


ST. JAMES (WINNIPEG), MANITOBA 
1475 King Edward Street ¢ SPruce 5-8417 


+ + - automatic x-ray tube overload protection. 

Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 
plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 
all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 
sentative listed below. 


Progress ls Our Most Important Product 
GENERAL @ ELECTRIC 


RESIDENT REPRESENTATIVES 
CALGARY, ALBERTA 
W. W. WHITE, 61 Walnut Dr. © CHiurchill 9-4336 
REGINA, SASKATCHEWAN 
E. R. BAXTER, 1233 Jubilee Ave. © LAkeside 2-7314 
SASKATOON, SASKATCHEWAN 
R. A. MURIE, 2333 Hanover Ave. © Dickens 3-2006 
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C.P.&S. Annual Meeting 
October 28, 1961 

Presided over by Dr. R. E. Beamish, President. 

Attended by Officers and 14 of 16 elected Council 
members, and two members appointed by the 
Faculty of Medicine, University of Manitoba. 

Thirty-eight meetings held during the fiscal year 
(five additional during October, 1961). 

Registration statistics, October 1, 1960 to Septem- 
ber 30, 1961: 

Student, 71; Interne Enrolment, 31 (plus 47 
junior internes) ; Enabling Certificates, 151; Certifi- 
cate of Licence (Temporary), 52; Full Registration, 
92; Specialist Register, 23 (total 443 includes 30 
temporary). 

Total licensed practitioners, September 30th, 1961, 
as follows: 

Permanent Temporary Total 


Greater Winnipeg... 810 70 880 
Outside Winnipeg .. 258 15 273 
1068 85 1153 


Life Membership (age 65 and in good standing 25 
years), 8 (total 103 living); Members deceased, 18; 
Erased from Register, 1. 

Treasurer’s Report: Gordon Bell Memorial Trust 
Account: grant of $100.00 to Dr. Henry P. Krahn. 


Investment Trust and Current Accounts: Grant to 
Medical Library increased from $750.00 to $1,000.00; 
grant to M.M.A. for Extra Mural Educational 
Expenses, $500.00 Increased expenditure for addi- 
tional staff salaries, pension contributions and legal 
fees. 

The following motion was passed: “That the 
Annual Fee of $10.00 be raised to Twenty-five 
Dollars ($25.00) effective January Ist, 1962.” 

The College . . . studied Proposed Regulations 
under the Hospitals Act; submitted a brief to the 
Manitoba Commission on Medical Education; agreed 
to present a Brief to the Royal Commission on 
Health Services; suggested revisions for the Medi- 
cal Act to be presented to the Legislature in 1962; 
approved the report of the Discipline Committee 
dealing with complaints against several members; 
considered reports of Standing Committees and 
Representatives to outside bodies including Com- 
mittee of Selection in Medicine, Medical Councii 
of Canada, Senate of the University of Manitoba, 
Liaison Committee with M.M.A., Specialist and 
Interneship Committees. 

Officers elected for the year 1961-62 are: 

President, Dr. G. H. Hamlin, Portage la Prairie; 
Vice-President, Dr. A. P. Guttman; Registrar, Dr. 
M. T. Macfarland; Treasurer, Dr. T. H. Williams. 
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ARE YOU AWARE ... of the situation facing 
our medical colleagues in the neighbouring 
Province of Saskatchewan? 


DID YOU SEE... a brief summary of the 
Interim Report of the Advisory Planning Com- 
mittee on Medical Care to the Government of 
Saskatchewan? . . . Not acceptable to the pro- 
fession as represented by the Central Health 
Services Committee. 


DID YOU READ ... the Minority Report— 
Memorandum of Dissent—which appeared on 
pages 617-619 of the November, 1961, Manitoba 
Medical Review? . .. Supported by the Central 
Health Services Committee. 


DO YOU KNOW .... that in addition to 
opposition to the proposed Medical Care Bill, 
the College of Physicians and Surgeons of 
Saskatchewan Annual Meeting on October 
17th - 18th, requested that no member accept 
appointment to any committee or commission 
proposed under the Act without prior consulta- 
tion with the College? 


DO YOU REALIZE... that “An Act to 
Provide for Payment for Services Rendered to 


Certain Persons by Physicians and Certain 
Other Persons” was passed by the Saskatche- 
wan Legislature on November 17th? 


DID YOU HEAR .... that on November 2ist 
Premier Lloyd appointed a new Minister of 
Health, Honourable W. G. Davis, former Execu- 
tive Secretary of the Saskatchewan Federation 
of Labour? 


DO YOU BELIEVE... that the proposed 
changes will be in the best interests of the 
Saskatchewan public and of the profession? 


DO YOU SUPPORT .. . the Minority Report 
referred to above? 


CAN YOU SUGGEST .. . methods by which 
effective assistance may be given by the Mani- 
toba profession? 


WILL YOU SEND ... pertinent answers to 
the Association office? 
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Detailmen’s Directory 


Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 
address. 


Abbott Laboratories 


G. (ad) Barman ED 9-0198 
Alan (Al) M. Grant ............... AL 6-0125 
GL 2-5263 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 


British Drug Houses 


Carnation Company Ltd. 
G. Don) Ramage SP 2-5836 
R. E. (Roy) Constable ........................ VE 2-1995 
Ciba Company Ltd. 
Lesitve D. MacLean ...............: AL 3-1733 
Richard Loewen 9-3135 
Gordon L. Cloak (Brandon) ......... ... PA 9-2710 


Connaught Medical Research Laboratories 


Frosst, Charles E. 

AL 3-0722 

Lederle Laboratcries 

Nadeau Laboratory Ltd. 

Andrew Desender GR 4-2831 


Parke Davis & Co. 


HU 9-1138 
R. B. Lennox ............ GL 2-9603 
R. J. Robinson (Brandon) .................-....-.-- 92-288 


Robins (Canada) Ltd., A. H. 


Harold Tetlocke SP 5-5624 
Fred Gallinger ED 4-1367 
Ted Sims .................... ED 9-3154 


Searle & Co., G. D. 


Smith & Nephew Ltd. 


A. Mi. (Al) Middleton JU 2-7946 
CA 2-6568 
Warner-Chilcott Labs. 
A. (Andy) Argue TU 8-1619 
Gorton Harrower .................................. AL 3-4147 
Winthrop Laboratories 
A. E. Pauwels ..................... on CE 3-2024 


JU 9-4273 


Wanted — Certified Internist 


Applicant to state age, marital status, salary 
desired and date available. Suitable person 
could become a member of the group. Apply 
Brandon Clinic, P.O. Box 308, Brandon, Man. 


Assistant Required | 
WANTED: Assistant for busy general prac- 
titioner on Vancouver Island, B.C. Adequate 
80 bed hospital being enlarged, in growing 
district serving dependents of large RCAF 
Station. Pleasant area with good schools and 
moderate climate. Partnership considered if 
mutually suited. Reply: Box 101, Manitoba 
Medical Review, 404 Graham Ave., Winnipeg 

1, Manitoba. 
_|| 
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2-3862 


5-5624 
4-1367 
9-3154 


4-0989 
8-8824 


2-79.46 
2-6568 


35-1619 
3-4147 
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SE PICTURE 


OF FROM NOTIFIABLE DISEASES 
: October, 1961 
URBAN: 97; Diarrhoea and Enteritis, 1; Jaundice 
1; Pneumonia, Lobar (490), 4; Pneumonias 
(other 20; Septicaemia and Pyaemia, 1; Tuber- 
North of 53 -eulosis, Bhickenpox, 1. Other deaths under 1 year, 


District Other Geaths over 1 year, 296. Stillbirths, 26. 


& Total, 473; 
_ There were ten RURAL: Caneen 31; Diarrhoea and Enteritis, 1; Pneu- 
cases of infectious 


monie, Lower 1490), 1; Pneumonias (other forms), 10; 
hepatitis and five Tuberculosia, Other deaths under 1 year 16. Other 
cases of bacillary Geaths over yearn228. Stillbirths, 14. Total, 303. 
dysentery re- 1; Pneumonias (other forms), 1; 
ported dysentery, 1. Other deaths 
vest, timer deaths over year, 6. Stillbirths, 
» Total, 42: 


Reports were feceived oF thirty-one cases of infectious hepatitis, 
i cases of baciliary Gysentery were also reported. 


General 


infectious. hepatitis conmtinves fo be the most prevalent reported 
compunicable disease with one hundred and ninety-one cases during 
the this brings the fotal to date to eight hundred and fifty 
two Of infectious Hepatitie so far in 1946). Bacillar 
is stilt with twenty-four cases reported this nd three 
red ana twenty-nine im ihe province so far this year. Ther was 
one case Gf Gipninens formed part of the outbreak in the 
northern seglion Wie of Winnipeg. in the cases previously 
reported, fuller consideration Was. produced a decision that some 
were simply os taifier than Clinical cases. The corrected figure 
actual cases of diphtheria in the province to date is, 


Northwestern District 


Three cases of infectious hepatitis 
and three of bacillary dysentery were 
reported. 


Northern District 
Three cases of bacillary dysentery, 
two cases of scarlet fever and one 
case of infectious hepatitis were re- 
ported. 


Winnipeg District 
Reports were received of fifty-eight 
cases of infectious hepatitis, seven 
cases of bacillary dysentery, nine 
cases of scarlet fever and one diarr- 
hoea of the new born. One case of 
diphtheria was reported in a thirty- 
nine year old man. There is no record 
of any recent immunization. One 
case of meningitis due to a coxsackie 
virus was reported, 


Central District 
Seventy - in- 
fectious hepatitis 
cases and two ba- 
cillary dysentery 
were reported. 


Brandon District 
Eight cases of in- 
fectious hepatitis 
were reported. 


Southern District 
There were no cases reported. 


, 1961 727 
9-1138 ir 
2.9603 <2 NOT 
2-8152 
5-1917 
3-8684 
92-288 
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STEWART N. KING LTD. 


Phone WH3-3227 + A Complete Optical Service 


Doctors’ and Nurses’ Directory 
616 Broadway Avenue, Winnipeg 1, Man. 


24-Hour Service 
es: Victorian Order of 
Doctors’ — SU 3-7123 Nurses — Night calls, 
Nurses’ — SP 2-2151 Week-ends and 


Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 


Phon 


Dental Emergency Service 


P. BROWNELL, Reg. N., Director . 


CHOICE SPACE FOR RENT 


NOTRE DAME AND GARFIELD STREET 


Excellent location for doctor 


or dentist offices. 
Good parking facilities. 


Immediate possession. 


MR. PARKER 


Phone: 


WH 2-7024 
HU 9-3936 


728 
270 
Edmontonst. Winnipeg 

> 


; 
; 
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THE PERFECT CHRISTMAS GIFT! 
. . » FOR LASTING MEMORIES! 


“O'Brien's Holidays” 


inclusive 


rkmanship 


HAWAII 


MEXICO | 


$529.00 


JACK WELLS ;% KENNY PLOEN 
JIM AUSLEY LORNA O’‘BRIEN 
BRENDAN O‘BRIEN ANDY ANDERSON & 
Jan. 27 - Feb.3-10-17-24toHawaii & 
Feb. 3 - Feb. 17 to Mexico 


DOCTORS! “For any trip large or small we handle & 
them all,” use our free Booking and Delivery ‘* 


O'BRIEN TRAVEL SERVICE 
Polo Park, Winnipeg 10 SP 4-5488 : 


103 Medical 
We Welcome Country Inquiries 
RAMSAY-MATTHEWS LTD. 


DRUG NEEDS FOR PERSO 


FAMILY 


PRESCRIPTIONS 


Over 15 qualified pharmacists . . 

over one million prescriptions on file. 
A very complete stock of ethical pro- 
ducts for prescriptions . . . pick up 
and delivery service. 


COMPLETE LINE OF SUNDRY ITEMS 
Baby supplies . . . toiletries 
and women’s hygienic supplies. 


SURGICAL SUPPLIES . 


Elastic hose, trusses and surgical belts 
. . . fitted by fully trained personnel. 


Drugs, Main Floor Dial SUnset 3-2115, iN 
Dept. 212. 
Doctors’ Direct Line — SU 3-1423 


#T. EATON C° 


ANADA LIMITED 
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Printed by The Roscoe Company, 352 Cumberland Ave., Winnipeg. Canada 


16 DAY DELUXE TOURS 


Following determination 
of basal secretion, 
intragastric pH was 
determined 
by means of frequent 
readings over a 
two-hour period. 


is much 
aluminum hydroxide | faster and 

twice 

21 as long 

with 
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CREAMALIN 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 100, 200 and 1000. 

1. Data in the files of the ao of Medical Research, Winthrop 
Teanga > 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 


peptic ulcers gastritisa gastric hyperacidity 


1i 


: 
e 
t 
| of 
ulcer 
5.0 kag 49 49 49 
We = 
35 
3.0 
2.5 
2.0 
1.5 
: Minutes 20 40 60 80 100 | 
1467™ 
A 4a 


‘ 


